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Success and prosperity of health services in the past totally depen- 
dem on free health services, free education and food subsidies dis- 
tributed to the population of Sri Lanka. We should not forget the fact 
that we are a nation which had won these rights even before we were 
liberated from the British. Yet as at present, it is deplorable that we do 
not possess these rights of free services any more and as a result, the 
health conditions of Sri Lankans are dragged down to a deteriorated 
situation. 

Since 1977, Sri Lanka accepted an open economy system, privatiz- 
ing free government service, thereby neglecting and escaping from the 
responsibility of conducting free health services and followed a nude 
process of making people scapegoats at the hands of private institu- 
tions. 


Food subsidies and all beneficial services have been ruthlessly forced 
to come to a halt. The wealthy sect and millionaires were encouraged 
to start private businesses and health care institutions by granting them 
massive bank loans on low interest and tax exemptions. 


Eventually, all over Sri Lanka mushroom private hospitals, nursing 
homes, private dispensaries and health care institutions have sprung 
up overnight. Supporting media reporters played an important role in 
creating optimistic opinions in the minds of the general public. Little 
did the people realized that they were fooled and taken for a ride by 
sugar - coated programmes launched by the government associated 
and non - government institutions. Still up to date, a proper supevsion 
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over their activities have not been carried out, The permission granted 
to government medical practitioners to indulge in private practice may 
be the only cause for the deterioration of the health services. As a 
consequence, government quarters of all doctors turned out to be 
private dispensaries overnight. This was better seen 1 in remote v villages 
more than in urban areas. Investigations conducted, f for 30- -25 5pa- 
tients in government hospitals are carried out for 100 - 1504 in private 
hospitals. Most doctors openly canvass their private practices. Most 
of them associate hand in hand with companies which help in investi- 
gations or diagnoses and as such keep introducing harmful services to 
the public. It is reported that they keep prescribing expensive drugs 
by their trade names and also make patients undergo unnecessary 
investigations. 


The war which is continuing for more than three decades is another 
cause which as led to the deterioration of the health services. As a 
result, present dateinformation gathered has tured out to be a 
myth and found to be fake. In most occasions, no consideration is 
given for health data information received from the Northern and East- 
ern Provinces and information received are also liable to challenged 
for their accuracy. In areas affected by war, no proper medical care is 
received by patients. 


The Health Department Bulletin of 2003 (a Bulletin not published ever 
since) clearly reflects this deterioration in its data information. There is 
a great possibility to slip proper data information in the active war torn 
areas. The national ration of maternal dealths to that of 100,000 live 
birthés is 14:3 whereas it is 23:0 in Jaffna, 27.7 in Killinochchi, 0:0 in 
Mannar, 0.0 Vavuniya, 0.0 Mullaitiv and 32:9 in the Batticaloa Dis- 
trict. This presentation of health and birth rates arouses incredibility 
and challenges the credibility of all other data information supplied. It 


is unacceptable that death rates in Vavuniya, Mullativu and Mannar 
can be 0:0. 


There are 2,523 curative doctors in Colombo District whereas it is 
118 in Jaffna, 5 in Killinochchi and Mullativu, 12 in Mannar, 33 in 
Vavuniya and 98 in Batticaloa. The number of Medical Officers of 
Preventive Administrative Services in the Colombo District are 16 in 
proportion to 05 in Jaffna, 0 in Killinochchi, Mullaitivu and Mannar, 2 © 
in Vavuniya and 6 in Batticaloa. Medical Officers of Health found in 
Mannar - 01 whilst in Jaffna, Killinochchi. Vavniya and Mullaitivu are 
02 each and 07 in Batticaloa. As a result, it is evident and non-pre- 
ventable that health services are suffering deterioration owing to the 
influence of the war. 


The fact that health authorities neglect and pay no attention to alterna- 
tive health care and treatment of the Sri Lankan community also causes 
another reason for the deterioration of the health services. 


How much ever the Department of Health encourages and drives people 
towards western treatment, the faith people have on alternative multi 
health care and treatment are not totally eliminated. Alternative multi- 
health care treatments are based on ancestral hereditary medical “ 
knowledge, ayurvedic research and practices, astrological beliefs, 
western research and religious beliefs. 


In spite of scientific research of the modern world, the fact that people 
are still attracted to indigenous medicine is a good example of their 
faith in it. Specially in fractures and serpent bif§ this is clearly seen. 


We do not find people’s care projects in Sn Lanka. The health care 
projects that we have are built upon funds allocated by UNICEF, 
WHO, UNFPA etc. and hence their activities are based on their own 
necessities. 


As such Sri Lankan Health Service has not been able to establish a 
proper health service based on the health culture and beliefs of the Sn 
Lankans. The issues relevant to our culture are neglected and the 
Department of Health Keeps launching health care information and 
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messages irrelevant to our culture. Accordingly, they harm our ancestreal 
health care patterns and the culture. 


As aresult of this, globalization has made Public Health Inspectors, 
Family Health Officers, Health Education Officers the advertising agents 
or traders of WHO Ss Messages Yet, they have not been able to de- 
stroy the faith dnd Seeanse western medical science is totally depen- 
dent upon germ theory. It also forces people to reject ancestral medi- 
cal knowledge and methods. This is one of the bi-products of health 
education of the Department of Health. 


The last and the only effort taken by UNICEF and WHO to 
avoid western medical monopoly on the health services was the 
primary helath care. First place was given to multi - sectoral health 
treatments in primary health care. It was even suggested that al- 
ternative health care methods should also be used in cases of 
small ailments. Unfortunately, with the retirement of Director - 
General of WHO, Halfdon Mahalar and the breaking up of the 
Soviet Russia, the primary health care programmes came to a 
grinding halt. 


Another reason for the crumbling up of the health services may be 
described as a consequence of strikes conducted by health employ- 
ees, making poor patients the unfortunage victims. There is no justice 
in it, as some employees who receive large sums of money as salaries 
also resort to striking action, not for their due professional rights, but 
for the sole reason of winning extra unjustifiable demands. 


It is unavoidable that this situation will thrust upon the poor unfortu- 
nate patients into more and more misery and sadness. 


All these issues make passive influence on people to be driven to- 
wards private medical treatment. The carelessness of some medical 
employees, sheer neglect displayed by some of them, lack of proper 


supervision are some of the causes which demoralize our health ser- 
vices. 


The Central Government and the Provincial Councils keep dodging 
their responsibilities to one another at the expense of poor patients. 
When the opposition is in power in a Provincial Council, it is ofteyn 
complained that they are not allocated enough funds to meet the de- 
mands of the health sector. It is pathetic that many hospitals in the 
country suffer such hardships. 


The health service of Sn Lanka faces severe problems owing to such 
malpractices. Insufficient staff, medicine and equipment are thrust upen 
the patien$ from the frying pan to the fire. For example, for an cataract 
eye operation, a patient is compelled to spend a minimum of about 
Rs. 12,000/-. Some drugs prescribed by the doctors have to be 
bought from private pharmacies. A long list of items is given to 
pregnant mothers to be brought when they get admitted to hospi- 
tals for child birth. The hospitals have become institutions, where 
only the doctor - nurse services are rendered free of charge. Drugs 
are forced to be bought from outside. The government has prom- 
ised a Drugs Policy, but it never seems to become a realty. As 
there is no legislation to control the drug trade, they are sold in the 
open market under several trade names. Some doctors use these 
trade names which forces the patients to buy expensive drugs in 
place of less expensive drugs under their generic names. It is the 
general opinion that it is beneficial for the doctors and the multi - 
national companies when trade names of drugs are used. Even 
though, with a Drugs Policy, the cost of drugs may be ablele bHig 
down, it will not be a remedy for the insufficiency of drugs sup- 
plied to hospitals. It has been emphasized that an alternative method 
has to be put into practice. 


The communities of Sr Lanka believe that free health care is one of 
theti Supreme rights. This has been the practice from generation to 
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generation by subsequent governments. Actually, the government of 
Sri Lanka is not bound by legislation to carry it out. As such 
privatization of health services is being carried out step by step. Most 
probably, in time to come, government hospitals may become health 
care awareness centers. 


In order to avoid this situation, a statement stressing the right of the 
people to have free health services should be formulated and included 
in the Government Constitution under basic human rights of the people. 
If such an act is respected as a responsible government who comes 
into power would be bound to accept it honestly. In its failure, a citi- 
zen would be entitled to find justice through court action in order to 
protect their nghts accordingly. 


If such a statement is included in the Constitution, it would be compul- 
sory for any government to make necessary allocation of funds for 
health care services so that the citizens will reap the benefits. 
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TOWARDS AN INTEGRATED VISION OF HEALTH 


When we speak on the “Vision of Health” we are left with the defi- 
nition of the WHO on health. Since it is not a comprehensive defini- 
tion, our task will be to fill in the empty spaces and make it com- 
plete. 


WHO has stated that “Health” is a state of complete physical, mental 
and social well being and not merely the absence of diseases or infir- 
mities. Some people are trying to complete this definition by adding 
the leap of spinitality = trying to make it whole. 


ME WEEK? UE 


We can’t limit health to mere ne of diseases or infirmity. There is 
no question about it. However, we cannot stop with that too. We 
have to recognize health as a human right. 


This human right has been deprived to most people in the world. 


Therefore we can’t achieve complete physical, mental and social well 
being, when people don’t have the basic needs such as food, safe 
water, fresh air, shelter, education and peace. 


When we try to achieve these needs, we have to see to the root causes 
of the barriers,. Most of the time people cannot fulfil their basic needs 
because of the prevailing social injustices. 


Today people can get anything for money. When we speak on the 
income distribution, we can see many injustices in Sri Lanka 60% of 
the national income gets divided only among 10% of the people. With- 


out justice in the income distribution, we can’t dream ofa healthy life. 
The chief reason being that all the services have been privatized now 
and the people’s needs take a second place and is not the priority 
throughout the world. 


Everything is based on money in this consumeristic society. There- 
fore, health is also dependent upon money. We are not in a position to 
stop it. Day to day happenings affect human health depending on money. 
Let us focus our attention on the policy makers. When policy makers 
are not conscious of social justice, but are profit oriented the people 
willbe pushed to lead an unhealthy life. If we are to achieve healthy 
life, policy makers must have people as their base. Policy makers 
should decide policies for the people, with community participation, 
otherwise their policies will not be based on the needs of the people. 
That means people must participate actively to take decisions. Today 
this is not a reality. In 1978 Primary health Care Declaration has tned 
to fulfil this gap. However, it has been proved today that the declara- 
tion has not been realised. Political, professional and private owner- 
ship elements do not premit such a PHC declaration to be imple- 
mented. There are social elements that have taken away the human 
rights of the people. Therefore, the people cannot obtain the essen- 
tial items needed in their day to day life. Eventually , capitalists 
earn more money by way of food shortages. This is not thing that 
happensptenned by mistake. This is a well activity of the capital- 
ist economy. And on the other hand, most of the professionals 
have forcibly established their authority on society. Therefore the 
Western Medical System has also existed among the people all 
these years. Western Medical Culture, is however not the only 
health culture, established in Asia where there are many other 
existant health cultures, Especially in the developing caquntries such 
as Sri Lanka. The people do not base their health on Western 
Medicine System alone, but’has become acollection of Tradi- 
tional, Ayurvedic, Western and Religious concepts. Sri Lankan 
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Medical culture has been growing based on the various cultures 
each one influencing the other. 


Yet the Western Medical System is dominating our health system. 
Preventive, Curative, Rehabilitative and Promotive Health Services 
have been based only on the Western Medical System. The WHO 
too has had a major influence on this. Therefore people have become 
victims not only of the Western Medical System but also of Multina- 
tional Drug companies. 


The multinationals activate the communication network. They misin- 
form the people through advertisements. Multinationals make use of 
the services of the communicators and the educators by throwing 
money. Therefore the communicators and educators have become 
under obligation and thus act against the people. 


On the other hand the oppressed seen due to: various caste, race, 
Class, or gender differences are not able to make use of the existing 
services. Some professionals do not give their services to all. Most of 
the people of deprived castes live in geographically isolated areas, 
therefore they do not receive the existing health services. 


Most of the societies are patriarchal. Hence their attitudes affect 
women’s health, and the State health policies also affect the women’s 
health. Most of the health messages are addressed to women in Sn 
Lanka. Hence the burden on the woman 1s greater. Therefore the 
deprived social sections get deprived from the health sector as well, 
when compared with the others. 


People can’t achieve the health goal because all the essential elements 
are going against them. The consequences will be malnutrition, epi- 
demics, starvation and war. 


If we want to change the present state of affairs we have to give power 
to people to take decisions. Now the time has come to give priority to 
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community participation, allowing people to take decisions. We have 
to make people aware that their active participation is a vital need if 


they want to have healthy life. 


Wherever the Western Medical Authority is present, it does not allow 
any scientific development for the other traditional medical systems. 
They are not given an opportunity to do so. Therefore, people do not 
have proper opportunities to use traditional medicine. This also needs 
change. We want to create a democracy for scientific development. 
We have to convince the policy makers and win them to our side. 
Then we can obtain better results from the traditional health systems. 
If we want to achieve this, production must be in the hands of people 
and must belong to the people. 


According to these factors the vision of health has to be seen in a very 
broad perspective. The main factors are social justice, the right to 
democracy, people owned productive forces and a people oriented 
vision. We can introduce health as readiness to create such an envi- 
ronment. 
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HEALTH CHALLENGES AND SRI LANKA 


The WHO has stated that Health is a state of complete physical, 
mental and social wellbeing and not merely the absence of diseases 
or infirmities. We cannot limit health to mere absence of disease or 
infirmity, but must recognize health as a human ri ght. In the present 
situation of Sri Lanka, rich people can get more facilities, such as 
: : : he ‘ 
private treatment with high cost, but poor people will have to go to 
government hospitals. Poor people do not get a suitable service 
because most of the government doctors are doing private practice. 
3 gai 25 wv 
they give first preference to their clients, and poor people do not get 
proper treatment, like getting hospital beds and their operation 
promptly done. Sometimes they face death before the operation is 
performed. Hence most of these people have been deprived of their 
human rights. 


; aye yk 
At present the western medical system is dominating our helath Sys- 
tem. It is based on Preventive, Curative, Rehabilitative and Promotive 
Health Service. The WHO too has a major influence on this. There- 
fore people have become victims not only of the western medical 
system, but also of the Multinational Drug Companies. 


The multinationals activate the communication net - work. They mis- 
inform the people through advertisements. Multinationals buy doc- 
tors, communicators and the educators they are under obligation to 
them in ways harmful to the people. People can’t achieve the health 
goal because all the essential elements are going against them. Finally 
they suffer from malnutrition, emergencXof various types of epidem- 
ics, starvation and war. A striking example is the high incidence of the 
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common health problems such as worm infestation, diarrhoea, 
respiratoryillnesses and bowel diseases. Moreover there are new health 
problems such as prostitution, abortion, suicides, child abuse and drug 
addiction. 


The countries of the Asian region which cannot evade globaliza- 
tion, are forced to adopt wrong health policies, and are making 
their people suffer. It is therefore time that we realize the plight of 
the people. 


Sri Lanka has been exploited for years by its colonial masters. After 
independence some efforts have been made to improve the health 
conditions of the masses. This is evident from the vital statistics per- 
taining to the health situation of the country. 


The best example for this is that nobody is worried about Primary 
Health Care now. So much of money is wasted for training and se 
minars for PHC, but many do not consider the PHC philosphy. The 
present health programs are not based on self - reliance, appropri- 
ate technology, intersectional coordination which were teugth about 
PHC. 


The policies of globalization which were introduced by the capitalist 
countries in 1970 and carried through to the 90’s, engulfed the poorer 
countries of the world. Due to this factor the health condition of Sn 
Lanka has gone from bad to worse. This is clear from the existing 
rate of malnutrition. We find that, due to the influence of the World 
Bank, the World Trade Organisation and even the WHO, the health 
condition of the Sm Lankan population is deteriorating. The 
privatisation policies pertaining to health and education and the cur- 
tailment of subsidies and welfare measures have worsened the situ- 
ation. The preventive health programs have crumbled due to 
privatization. Health facilities in remote areas are not at all adequate. 
Even the hospital service is not fully available to the public. Due to 
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shortage of drugs, bribery and corruption are becoming very com- 
mon. A superior service to the rich and an inferior service to the 
poor has been the result. The gap between the rich and the poor has 


widened. 


Malnutrition which has become the foremost health problem in Sri 
Lanka. The following statistics are also significant - 


Low birth weight - 
Under | year - 
Stunting - 
Under weight - 
Wasting - 
Vitamin A deficiency - 
lodine - 


Adolescents - 


Iron deficiency 

Under 10 - 
Age (11 - 19) - 
lodine Deficiency - 
Vitamin A Deficiency - 


Women (Reproductive age) 
(Under c.m.145) - 


Pregnant women 

Stunting = 
Iron Deficiency : 
Vitamin A Deficiency - 
Iodine Deficiency - 


(W +age) 
(W +Ht) 


50 % 


18% 


23% 

33 1/3 % 
14% 

33 1/3 % 
6% -32% 


50% 

33 1/3 % 
6% - 32% 
36 % 


33 1/3 % 


33 1/3 % 


36% 
6 % - 32 % 


In addition to malnutrition the war is also an actual health problem in 
Sri Lanka. The war creates a host of physical mental and social prob- 
lems. 


It has been estimated that, in Sr Lanka we have lost nearly 60000 
youngs people due to the war. It is reported that nearly 14000 have 
been disabled. The impact of the mental stress created by the on - 
going conflict has assumed serious proportions. The following statis- 
tics indicate the position. These figures have been obtained from the 
bordering villages. Identifiable mental deficiencies among children - 
27 % Death ofa close relation or a disappeared person is 46%. Fam- 
ily with children who could not attend school for a month or more - 30 
% (Out of this 10 % had not attended school for more than 10 months). 


Destitution and displacement are the other social consequences of the 
war. With the loss of the husband, the wife becomes a widow. When 
the widow has a child or children, society expects her to stay a widow 
for life. The responsibilities of the children fall on the young mother in 
amale dominated society. The social problem of prostitution is a known 
evil of the war. Even in this conflict, there has been an increase in 
prostitution in the vicinity of the army camps. Many widows are forced 
to take to prostitution as a means of existence. Due to the dragging 
war people cannot lead their normal lives. This leads to frustration 
and disgust causing depression mental breakdown and suicides. In 
Sri Lanka most suicides in villages are committed by drinking pesti- 
cides and weed killers. Whereas in towns, the preferred way is by 
hanging. Among other “Means of suicide, are drowning and jumping in 
front of trains. Theyt more prevalent than self immolation. There has 
been a sharp drop in the suicide rate in Sri Lanka,during the last four 


years. In 1995 suicides stood at 6784. In 1997 suicides stood at 
6418. 


Child abuse has become a major problem in Sri Lanka. This has be- 
come the focus of public attention more than ever before. Getting 
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children to do hard work or engaging them in sexual activities be- 
comes an abuse only if the child is forced into it. The reason for child 
abuse being subject to such a wide discussion today as explained by 
sociologists and educationist is because the family institution can no 
longer discharge its responsibilities in full. Can the family institution get 
the family to discharge its responsibilities? This is also a big question. 
There is no arguement that the © care of children is the responsibility of 
the family institution whatever the type of family. Not only their nutn- 
tion and socialization but even their protection is expected from the 
family. Conflicts within the family and displacement have also contrib- 
uted to the problem. Another contributory factor for child abuse is the 
breakdown im education. This has an impact on socialization and also 
on nutrition. This is the result of the economic crisis of the family. On 
the other hand schooling is disrupted and on the other hand parents 
go abroad in search of employment resulting in the children getting 
abused and exploited. Preventing child abuse alone is not enough. 
Steps must be taken to ensure that children live in an atmosphere 
conducive to enjoyment of their rights. 


Sri Lankan women are highly exploited by the foreign investors. In the 
Investment Promotion Zones they have to work without labour nghts. 
Most women develop mental disorders and occupational hazards, 
due to the heavy workload. They are treated like machine parts. For 
these young women their family life and future motherhood is destroyed 
specially because this workforce is young. 


The condition of the people who are employed in the Middle East as 
domestic servants is worse. No proper arrangements are made for 
these workers. They are exploited by their agents and employers. 
The sitation is miserable. There are many incidents where women have 
been sexually misused by their masters forcibly. Some workers have 
even got crippled, and their family lives have got ruined thus affecting 


their children. 


When we examine the health policies we find that there is no commu- 
nity participation. The western medicine promoted by the WHO has 
had its negative impact also on Sri Lankans. The traditional system of 
medicine and ayurveda has received step- motherly treatment. The 
inability to formulate a national drug policy has also been a great drum- 
beat. There fore doors have been opened for multinational problems 
to flourish through sale of drugs using trade names. 


Concerned NGOs have now come together to analyse, reflect and 
work on the following identified problems. 


- Health asahuman night 

- Pluralistic health - care systems 

- Protection of indigenous seeds 

- Freeing health from the clutches of multinational companies. 
- Privatisation of the government health services. 

- Rejection of the monopoly of the western medical system. 

- Thenights of patients. 

- PHC philosophy and strategy. 

(Suwa Dekma 2000) 
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HUMAN RIGHTS AND THE AIDS SUFFERER 


When we consider the implications and reactions of society to 
HIV/AIDS positives, two important aspects are clearly compre- 
hended. Firstly, there is the HIV/AIDS phobia and secondly the 
social stigma attached to HIV/AIDS sufferer, both created by 
society. Whilst these two barriers not only remain a STUMBLING 
BLOCK to the control and prevention of HIV/AIDS but also 
remain a GRAVE INJUSTICE being “MAN’S INHUMANITY 
TO MAN”. 


As behaviour change is the key to containing HIV/AIDS, the role of 
Mass Media and Community Organizastions involved, is a challeng- 
ing one, especially when one conssiders the fact that AIDS is a “NA- 
TIONAL CALAMITY”. 


The other important aspect that needs greater attention is the HU- 
MAN RIGHT problem of the AIDS sufferer. It is through responsible 
behaviour towards this aspect that we could safeguard the basic hu- 
man rights ofa VICTIMIZED GROUP. Recognition and preserva- 
tion of the human rights of every individual is the responsibility of so- 
ciety. The need has now arisen for the implementation of awareness 
programmes focussing on the human rights aspect of the AIDS suf- 
ferer and those infected. Playing a leading role with greater responsi- 
bility has now devolved on the Media creating an awareness about 
the problem. 


Although AIDS 1s spreading fast and has taken an epidemic propor- 
tion in almost all countries, we can not ignore the fact that there is a 
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human rights angle of every AIDS sufferer. Total disregard of this fact 
will cause undue to the sufferer as well as to society. 


AIDS is a socially transmitted disease, and is the result of the social 
behaviour of man. Taking man as a member of society, it cannot be 
attributed to an action of the individual along. The AIDS patient can- 
not be singled out for this purpose and the responsibility rests on so- 
ciety, Consequently, any discussi#@/ consideration / management about 
HIV/AIDS should be withreference to society. 


Being the oldest profession in the world, sex work is a social prob- 
lem, not promoted by promiscuous behaviour along, As long as pov- 
erty is in society, elimination of sex work will be a difficult task. 


Sociologically, it is accepted that the woman is subjected to sexual 
harassment in male - dominated society. Obviously socially transmit- 
ted diseases should also be considered in the light of these assump- 
tions. 


Sociologists say that diehard poverty prevalent in society has driven 
women to prostitution. In a poverty sticken society, sex work be- 
comes an easy way reaming money for a few. Sex work and promis- 
cuous behaviour is not the only risk factors for HIV/AIDS. According 
to survey finding it has been found that Bi-sexual / heterosexual 
behaviour predisposes one to HIV/AIDS. Health werkers should study 
these findings carefully and consturct their messages in educating the 
public. Care should be taken not to create panic sceptism and mis- 
conceptions, which might lead to confusion among the public through 
a psychological breakdown. 


Time has now dawned on us to consider the human rights aspect of 
the HIV/AIDS VICtims, when planning and implementing the health 
educational programmes. Even, WHO is turning its attention towards 
this aspect, giving emphasis and due consideration in their latest strat- 
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egies concerning the management of HIV/AIDS. 


Every effort should be made to gear up community sympathy towards 
the HIV/AIDS sufferer and building up such an impression will be a 
challenge to health education. 


Think about the difficulties and disabilities faced by the relations and 
friends of the HIV/AIDS victims and the impect to society. Deteriora- 
tion of this mental aspect will lead to a further aggravation of the health 
status of a country. 


It becomes crystal clear from the foregoing facts, that we should in- 
corporate findings of community reaction in planning health education 
programmes. Therefore, the challenges to health education is all the 
more greater: when one considers the fact that society looks down 
upon the sufferer, for no valid reason. 


In preserving the human rights of the HIV/AIDS sufferer, the role of 
behavioural scientists and sociologists is a wider area. Attention should 
be drawn to sociological findings and should be incorporated in the 
future educational programmes, giving due consideration to public 
response and community action. Recourse to community action should 
be arecurrent procedure, gaining from sociological findings. The ulti- 
mate objective should be to build up a good environment for the AIDS 
suffer, who will not be another unwanted individual to society. This 
will bea signal service all could perform to society. (SUWADEKMA 
1998) 3 
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SEXUAL BEHAVIOUR ON PREVENTION OF AIDS 


Under normal circumstances, we do not talk about sexual behaviour 
openly as sexual behaviour do not come under formal education, and 
it always happen secretly. 


But now the time has come to talk about it openly as it is related to 
HIV/AIDS. HIV/AIDS can be spread from one person to another by 
way of sex. About 80 per cent of the HIV/AIDS cases have con- 


tacted this disease through sexual relationships. 
ak 
We know every man cannot live without sex. It is an intrinsic motive, 


like hunger or thirst. Some sociologists have identified this as a basic 
need. However, sex plays an important role in life. 


In any society, sexual behaviour is controlled by its culture. Social 
norms, morals and customs will effect sexual behaviour. 


According to Sri Lankan culture, it allows to have sex with only one 
partner. A fter marriage one can have sex with her/his partner without 
social restrictions. Casual sex relationships are prohibited under the 
Sri Lankan culture. Especially, family members and relatives will con- 
trol the younger generation. 


But the present situation has changed. Most young people come to 
the city for employment, for instance the Free Trade Zone. And 
some people go abroad for employment. Another factor is marital 
age which is also going up. So the pre-marital sexual behaviour is 
increasing in Sri Lanka. On the other hand, families cannot live to- 
gether because of various reasons. Some family members are com- 


20 


pelled to be away from their families because of employment, edu- 
cation etc. 


Due to these reasons, the tendency to have sex with other partners 
are incresing. Due to the tourist trade also the sex industry has taken a 
different role. 


Hence, the present sexual behaviour in Sri Lanka has become very 
vulnerable to AIDS. Therefore, we have to take precautions in sexual 
behaviour. 


As Health Educators, we must face this challenge. First of all we must 
not have a phoebia for sex education. Parents should speak with their 
children on sex education openly. Teachers must talk with their stu- 
dents and health personnel should also speak with the community about 
sex education openly. 


The best message for prevention of AIDS is - 


“Have one genuine partner for sex”’. “Use a condom for sex when you 
want to have acasual relationship”. We also have to think about the 
relationship of the HIV/AIDS patient. At the same time we have to 
think about artificial instruments. A person infected with HIV/AIDS 
can live about 2 to 10 years without any ailments. During this time, we 
have to educate them for safe sex. 


Hence, we have new challenges coming our way especially on sexual 
behaviour. As health personnel we have to take this challenge and 
have to moderate sexual behaviour for prevention of Aids. (1998). 
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HEALTH BELIEFS, CUSTOMS & PRACTICES 


People in Sri Lanka are health conscious. Our culture has placed good 
health as an important factor. Western medicine is becoming increas- 
ingly popular. But people use traditional home remedies and consult 
Ayurvedic Practitioners, Traditional Practitioners, Local Level Heal- 
ers, Religious and Ritual Medical Practitioners as well. Hence, In Sn 
Lankan society the existing health beliefs, customs and practices are 
very important when planning Health Education Programmes. 


When we are going to establish Maternal Care Programmes or a 
programme for the Control of Communicable Diseases, we have to 
take into consideration these existing phenomena. Folk health beliefis 
influenced by three humours (Dhosas): Pitha, Vatha and Sema. People 
think of the body as.being negatively affected when there is an excess 
of any one of these humours. They believe that the body is influenced 
by hot (ushna) and cold (hithala). 


Many dietary practices are structured around hot and cold. Bread- 
fruit, Manioc and Balaya Fish are identified as hot food, Bninyals, La- 
dies Fingers, Curd, Cow’s Milk are identified as cold food. Fruits 
also have been divided into these two categories. Most pregnant moth- 
ers will not take this hot food. But those are the high nutritious food. 
Mostly they do not like to take food containing Vitamin C like Lemon, 
Pineapple etc. And they do not give the infants also. Some women 
would not take family planning tablets because they think it is heaty. 


Bathing is another activity, which has been given considerable impor- 
tance in the Sn Lankan Society. Several factors influence the activity 
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ofbathing. A menstruating woman does not bathe, as the coolness of 
bathing is believed to interfere with the flow of blood out of her body. 


There are some predominant beliefs relating to birth. Hreditary influ- 
ence is one and is attributed to karma. Secondly it is believed that it is 
due to the influence of one’s stars and planets. After the child is born 
or before the first rice meal, there is a tradition that an astrologer must 
be consulted. It is even so with menarche. 


There are other concepts about sema (phlegm). The ushna (hot) body 
is referred to as a sema body. A man with more sema is considered to 
be less active. Some people are born with sema (phlegm) because of 
the influence of various planets and the moon and this leads to hot or 
cold in the body and then increases sema problems. Aman with an 
ushna body can easily get a skin rash, pains, burning sensation etc. 
and also a man with a sema body can easily get colds, fever, asthma, 
catarth etc. 


Communicable diseases like chickenpox and mumps are believed to 
be caused by the anger of a mother goddess. People believe that 
these diseases belong to god (Deiyange Leda - God’s Diseases) and 
to Paththiniamma. Hence Paththiniamma has to be satisfied. Other- 
wise the disease may spread to others at home. 


It is also believed that offerings have to be tied ona lime tree. Accord- 
ing to this vow, it is promised to give an alms giving to seven feeding 
mothers (Kiriammas). Paththiniamma does not like much noise, grind- 
ing rice, chilies etc. Normally a sheaf of palm leaves is hung on the 
door as a sign to the others. Especially for “kili” people. “Kili” refers 
to women who are menstruating or have given birth recently. A fter the 
specified days the patient must take a bath in warm kohomba water. 
After that the patient can bathe in cold water. After bathing the 
almsgiving must be given to the “Kiriammas.,. Seven kiriammas would 
be invited for the ritual. Milk rice, fruits, sweets and betel must be 
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offered. People believe that the Paththiniamma will be satisfied with 
the almsgiving. 

Diarrhoea is another common communicable disease in Sri Lanka. 
When someone gets diarrhea, lizuids and solids are not given to the 
patient. It is believed that with more liquids diarrhea would get worse. 
Excreta of breast feeding children are considered as harmless. Chil- 
dren are most likely to suffer from diarrhoeal diseases. In general. 
Young children and pre-schoolers use the backyard for defecation. 
Children are normally toilet trained between the age 2 - 4 years. 


There are many health beliefs and practices related to water and sani- 
tation, which are of importance. 


In many areas people prefer open wells. The popular belief is that 
sunlight can purify water. Qualities of pure water are colourless, taste- 
less and odourless and are considered as safe to drink without boil- 
ing. People are very concerned about the bucket and the rope at the 
well. However people are also aware that drinking boiled cool water 
is the best. Some urban communities do not like to drink chlorinated 
water as they think that it is not good for their health. Some rural 
homes have an “‘adiyamessa” - a traditional structure used to keep 
water containers to avoid exposure to dust and dirt. People pay less 
attention to proper washing of utensils. They do not believe that uten- 
sils can transmit diseases. 


About knowledge of AIDS, a lot has heard of AIDS, but a low level 
of awareness was found amongst Indian Tamil. Regarding the ways 
in which the AIDS vinus is transmitted is varied, with the highest accu- 
racy being found for having sex with a carrier, and having many sexual 
partners. Relatively lower levels of sharing needles. Knowledge of 
means of prevention about condoms is poor. 25% of the people think 
that AIDS can be transmitted by mosquitoes and not washing hands. 


-_ —— 


Sri Lankan cultural health knowledge, beliefs and customs are based 
upon a pluralistic view. Therefore hot, cold, numeral concepts, play a 
very strong role. That concept will affect maternal care, childcare and 
general health. Especially dietary pattern is based on that concept. 
That will affect the people’s nutritional status. Culturally we have some 
metaphysical concepts on communicable diseases. No doubt there is 
an increase in western medical concepts too. But we have to go through 
with consideration of the peoples existing knowledge, beliefs and cus- 
toms on health. Otherwise our educational programmes can be a fail- 
ure. 

(SUWA DEKMA 2000) 
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GLOBALIZATION AND CHALLENGE TO HEALTH FOR 
SAARC 


The countries of the SAARC region which cannot evade globaliza- 
tion, due to their wrong health policies are making their people to 
suffer at the expense of their lives must understand that aSAARC 
conference has been recently held in Sir Lanka. 


The SAARC contries have been exploited for a long time by their 
colonial masters and their culture too has been destroyed after inde- 
pendence. Some efforts have been made to improve their health con- 
ditions. This is seen from the vital statistics pertaining to health of these 
countries. 


Although the other countries in the region could not achieve what Sn 
Lanka has achieved, which could be seen by comparing the position 
before achieving Independance and after. 


In Sri Lanka when the life expectancy was 72 India’s was 61. When 
the birth rate was 20, in Bangaladesh it was 24. When the death rate, 
in Sri Lanka was 6 it was 13 in Nepal. In Sn Lanka when the I. M. R. 
was 17 it was 129 in Bhutan. In Sn Lanka when the M. M. R. for 100 
000 live births was 30 it was 480 in the Maldives. 


Sri Lanka was able to achieve all these due to the following policies. 


1. Free Education 
2. Free health service 
3. Food subsidies 


The policies of globalization which commenced in 1970 through 1980's 


were measures to engulf the poorer countries of the world by the 
capitalist countries. Due to this factor the health conditions of SAARC 
countries have gone from bad to worse. This is clearfrom the existing 
rate of malnutrition in these countries. Through Globalization we find 
that due to the influence of the world bank, the world trade organisation 
and even the WHO the health condition of the SAARC countries are 
deteriorating. The privatisation policies pertaining to health and edu- 
cation and the curtailment of subsidies and welfare measures have 
worsened the sitution. The preventive health programmes have 
crumbled down due to privatization. Health facilities in remote areas 
are not functioning. Even the hospital service is not available to the 
public fully due to private institutions. Due to shortage of drugs, 
bribery and coruption are becoming worse. A superior service to 
the rich and an inferior service to the poor has been the result. The 
gap between the rich and the poor has thereby widened. 


Malnutrition, which has become the foremost health problem in Sri 
Lanka has reared its head once again. It has been reported that the 
percentage of malnutrition among children under 3 years is 36.3%, 
among under 5 years is 23.3%. 


The following stastiscs are also significant 


Malnutrition among pregnant mothers - 30% 

Under birth weight - 20% 

Percentage for anaemia among children under - 5.45% 
Between 5 years to 10 years - 58% 

Anaemia among women - 60% 


The influence of western medicine on the SAARC countries has also 
had its impact, supported by the WHO. 


The ancient systems of medicine and Ayurveda has received 
step motherly treatment. As a result the SAARC countries 
have lost a great amount of the wealth of the country. The 


27 


Multi - Nationals have managed to claim a good portion of 
the wealth. 


The inability to formulate a national drug policy has also been a draw- 
back for SAARC countries. There- fore doors have been opened to 
multi - nationals to flourish through sale of drugs on trade names. Even 
when there is a availability of local drugs, the multi-nationals have 
benefitted. 


A study has shown that local drugs for the treatment of malaria and 
worm infestation are available in Sri Lanka. But scant attention has 
been paid by the health authorities to this aspect, because they have 
fallen into the clutches of the multi-nationals. 


Agreements and bonds created in the name of globalization have also 
affected the SAARC countries very badly. Examples are the GAAT 
& Patent agreements. Due to this the ownership of ancient & impor- 
tant discoveries do not belong to us. With the emergence of free trade 
zones due to globalization, many health problems have been created 
and much damage has been done. The environment has been de- 
graded. Diseases like TB, Dengue and cholera have raised its head. 
There is also the increase in epidemic form of problems like drug 
addiction, alcoholism, pesticide poisoning and suicides. 


With Globalization, the supply of arms has become a lucrative trade. 
It has not only brought the civil war to our doorsteps, but has also 
ruined most of the SAARC countries. The result has been 
disorganisation, loss of life & limbs, misery and dealth. 


These facts show that globalization has not helped the SAARC coun- 
tries. Health of the nations will decline and therfore the development 


of the health of the nation should defeat globalization. (SUWADEKMA 
2002). 
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GENDER AND HEALTH 


How gender bias affects health is increasingly becoming a matter of 
grave concer today. Are societies (patriarchal) male dominant or fe- 
male dominant (matriarchal)? Is there evidence of male-dominance? 
Are, males or females - being exploited and oppressed. Is there evi- 
dence of health declining and continued suppression due to injustices 
meted out to them? This discussion focus on these among others af- 
fecting gender. 


It would be more scientific to gauge the status of man and woman, by 
analysing status of each before the law of the country and in relation to 
that enjoyed by each within the institution, of family rather than by 
making an analysis of each responsible factor. 


In Sn Lankan context the inter-relations between man and woman 
within the limits of the institution of family throws good light on the 
status of gender. Male is the head and dominant power in the family. 
Woman appropriate this position and power to herself only ifher hus- 
band died or deserted or gave birth to a child out of wedlock. In the 
case of a married couple, the male appropriate dominant power by 
virtue of this being the male in the family. No other factor is directly 
linked to this appropriation of position. 


Since descent is traced unilaterally through the father (the male line) 
the nght to name his offspring after him also lies with him which itselfis 
indicative of the dominant position he holds. 


The fact that in the matter of laying claim to ancestral property, a son 


in a family has a greater right to claim than a daughter does, further 
strengthens this attribute of the males positin in a family. Dowry which 
a woman brings to her husband in marriage is a reflection of the deg- 
radation of her position a fact which accounts for the male preference 
manifesting in Sri Lankan families. In the final outcome male is valued for 
his being amember of a family. Customarily the onus of perpetuating the 
family line of generation also is squarely placed on the shoulders of the 
father, the male head. Fostered by these facts, the conception of male - 
preference has taken a firm root in the institution of family. 


Religious bodies too bear ample testimony to the male’s predominant 
position. Concerted efforts to restore ““ Meheni Sasna”’ (Ordr of Nuns) 
which was on the decline sufered major set backs. 


Roman Catholicism debars women from being called to priest-hood. 
Basic tenets of Islam and Hinduism provides for suppression of women. 


These acts of violence against women perpetrated by society itself 
are responsible for the low position they hold in society. This accounts 
for the fact that 26% of women as against 10.4% of men do not 
attend school, literacy rate for men is 91.1% and women, 83%, the 
incidence of unemployment among men is in the ratio of 20:1 and 
among women 11.1% of the employed, 25% constitute women of 
whom 87% represent tea pluckers, cinamon peelers, garment indus- 
try workers, beedi wrappers all of which carry very low wages. Thus 
in terms of economic value too woman occupies a position of sec- 
ondary importance in society. 


When data relating to health of women are analysed, we see that the 
plight of women has further deteriorated. 


A woman’s body weight before conception should be over 7.5kg. In 
Sri Lanka 20% of women who become pregnant do not have the 
requisite weight. Woman of short stature (below 145 cm) fall into the 
category of risk group in pregnancy. In Sri Lanka, 30% of women 
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who become pregnant do not have the requisite weight and height. 
Malnutrition among them precludes from growing to this height 60% 
of pregnant women suffer from acute anaemia. This percentage for 
women is fairly high when compared with male population although 
for reasons, purely biological women tend to become anaemic. 


In Sn Lanka, 28.6% of men and 43% of women suffer from iodine 
deficiency. Poor health condition of woman is a major contributory 
factor for low-birth weight children (i.e. less than 2.5kg.at birth) who 
represent 20% live births. 


Poor health conditons outlined above and the impact of inter relations 
between males and females deserve special consideration and analy- 
SIS. 


Let us focus on how far our moral behaviour and attitudes towards 
woman affect her health condition. When male in the family assumed 
the position of the head ofa family, tasks falling outside his purview are 
virtually devolved on the female in the family. 


As household task*are made exclusively the responsibility of women 
in the family, she is left with a heavy workload of household tasks to 
cope with. Moreover, since all household drudgery devolved on her 
have to be executed to the satisfaction of her husband, she rarely 
receives psychological satisfaction by performing them. This accounts 
for the high incidence of mental disorders among women in strong 
contrast to their male counterparts. There is much to be desired in 
concerted efforts to curb oppression and suppression of women. 


Gender discrimination is a major cause of malnutrition among women. 
In sharing family - diet, male is given the lions share. Since it is cus- 
tomary for the female in a family to hold the male in high esteem, it 
exerts a great influence on the manner in which family diet among 
family members need to be shared. In Sn Lanka, time honoured cus- 
toms make it imperative to serve the husband before other members 
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are served: the son’s command the second preference in order and, 
daughters the third - the last. The mother partakes of her food when 
all other members have partaken of their meal. This custom is directly 
linked to malnutrition among women. In Sri Lanka malnutrition in 
women cannot, be banished as long as society continue to respect 
these customs. It is therefore clear that major contributory factors to 
malnutrition in women are the result of society sanctioned gender bias. 


The plight of working woman is such that when she retums home after 
a weary day she is obliged to attend to all house-hold tasks which are 
equally tiresome with the result that she is tired out. Soon weariness 
begings to tell upon her health. This busy agenda for her days work 
compels her to rise at the break of dawn before all others in the family 
do and go to sleep when all others have retired to bed which pre- 
cludes from all opportunities open to her to take adequate rest al- 
though rest is indispensable for her health. 


The condition of being a woman entails the virtue of motherhood, This 
fact is warrant enough to pay greater attention to woman as a matter 
of social obligations. That lactation mothers and pregnant women need 
extra nutrition is for the same reason, beyond all dispute. The degree 
of social acceptance gained ground can be often best gauged by an 
analysis of gender bias.. 


Gender analysis should not be nor can be dispensed with by placing 
all such functions upon the shoulders of the institution of family. Nei- 
ther does it warrant such rejection mainly because family institution 
itself depend on gender for the discharge of its obligations. Woman in 
a work place experiences gross denial of minimum facilities. 


Healthy behaviour is formed by the interaction of all sectors. Isolated 
sectors do not influence building healthy behaviour. Education in very 
crucial for forming healthy behaviour. In the circumstances educating 
women about health has its beneficial effects on health. Restrictions to 
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access to education for women will invariably affect the health of 
women. This accounts for the prominence given to education of women 
in health education programmes and the subsequent improvement of 
health of women. 


Social interactions help step-up health development. But in most com- 
munities (societies) woman is degraded and relegated to a secondary 
position. Positions of power and supposed to be high and command- 
ing in the social hierarchy are held by males and women tend to be 
peripheral and holding positions playing a passive role. If however, 
the women are afforded the opportunity to actively involve themselves 
in social organisations and to take the reins, they would invariably 
design and formulate plans for improvement of health of woman and 
lay the foundation thereby for a healthy society. 


It is argued that woman is denied the right to taking decisions on things 
affecting her. It transpires in discussions on gender bias that incident 
of indirect domination is a very common phenomena in the society. 
Such arguments will hold water only if the decision reached is influ- 
enced by the dominant position enjoyed by the male a head of the 
family. The decisions so reached affect the health of woman because 
the opportunity is denied to give voice to her needs. 


The fact that relatively less interest is taken to ensure protection of 
women is a good example. The poor interest taken in the woman has 
~ resulted in the marked increase in the incidence of vocational dis- 
eases, incidents of rape and sex abuse among women, all of which 
speaks volumes for the logic of th’&rgument. The lack of protection 
for women, high incidene’Sf rape of women and prostitution are grave 
problems posing the society. These are directly linked to the inci- 
dence of sexually transmitted diseases and leave women destitute and 
helpless. And in their wake malnutrition and illnesses raise their head. 


It is now crystal clear that gender bias is directly linked to health of 
woman and the two are inter-related. Violence in any form against 
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women causes her health to decline. Any delay in addressing them and 
making efforts to reverse the trend will give rise to further health prob- 
lems. Gender and health, in the circumstances, need to be treated as 


two inter-connecting links in one and the same chain. 
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LET US SAFEGUARD PATIENTS RIGHTS. 


It is not only the duty of the State to safeguard the rights of the patients 
but also ofall the members of the civil society who respect human rights. 


Patient Rights should be safeguarded irrespective of race, religion, 
ethnicity, political affiliation, and minority status or of disadvantaged 
groups. From the worldwide agitations and protests that are being 
staged it is obvious that the health sector is in a crisis. 


With the advent of privatization the interest shown towards the pro- 
tecting of patients nghts is becoming negligible. Privatization has caused 
inequality and has reduced the health services to that ofa sales outlet. 
In the opinion of the professionals the responsibility of the State is 
gradually being eroded. 


The right of the patient to consult a medical practitioner of his choice 
has been denied by the State health sector. Not only that even his 
right to know the details of his illness and the drugs that are being 
prescribed are being violated. The main reason for this is the dearth of 
medical officers in the government sector and as a result the patients 
right to a proper diagnosis is being denied. Due to lack of sufficient 
and modern diagnostic facilities, like laboratory equipment, scanning 
machines etc, in State hospitals the patient’s health is at stake. Due to 
the long waiting list for patients anticipating heart surgery, kidney trans- 
plant etc, many patients face death before they get their opportunity. 
The drug dispensed to patients is also a matter of concern. The atti- 
tude shown towards HIV and AIDS patients is very regrettable. The 
treatment procedure adopted by the world over in respect of treating 
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HIV and AIDS patients has still not commenced is Sn Lanka and this 
is aclear violation of their rights. The severe shortage of drugs pre- 
vailing in state hospitals is subjecting the patients areasked to great 
hardships. In many special clinics in State hospitals the patients are 
asked to purchase their quota of drugs from outside. This affects 
many patients who suffer from diseases like diabetes, heart ailment, 
high blood pressure etc, as they have to take these drugs continuously 
throughout their lifetime. The most unfortunate situation is reported 
from the maternity wards where a long list of items is handed over to 
those who come for delivery. Many poor mothers cannot afford to 
supply these and are subjected to ill treatment and humiliation. This 
would no doubt force poor mothers to seek home delivery and this 
would result in increasing the maternal mortality. 


Patient’s rights also shold be taken into consideration when develop- 
ing the hospital environment and other infra structure facilities. Many 
patients from far and distant places are forced to come to the hospital 
overnight to obtain anumber for treatment in specialized clinics. These 
patients should have minimum basic facilities like toilets. Due to the 
long queues that normally prevail patients are greatly distressed and 
their conditions worsen. Therefore due consideration should be given 
to patient’s comforts when designing the hospital enviornment and 
other facilities. This would infact mean as respect for patient’s nghts. 


Due to the neglect of patient’s nghts day after day the quality of the 
services provided by the State sector is on the decline. It is the duty of 
the government to investigate into this matter and take remedial mea- 
sures. If there has to be any value to the prevailing health statistics the 
credit should go to the government health sector. 


The situation of patients receiving residential treatment in hospitals is 
in a deplorable state. The shortage of staff and the appointment of 
unsuitable persons through undue influence have worsened the prob- 
lem. The deterioration in hospital administration has further contrib- 
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uted to the violation of the patient’s rights. 


The over crowding in State hospitals is a matter of serious concer. In 
many hospitals there are two patients sharing one bed and many more 
are on the floor. This gives a food idea of the status of the patient’s 
rights. In view of the private sector health facilities the majority of 
those seeking treatment from government hospitals are those from the 
low-income groups and this has further enabled the violation of pa- 
tients nights. As those interested in the protection of patient’s rights it is 
our duty to safeguard the rights of patients and specially those of the 
low-income groups. 


The conditions of private medical centres have further deteriorated 
after the Government medical officers were given permission to en- 
gage in private practice. Large majority of these centres are over 
crowded, ill ventilated, lacking in space and are not suitable for pa- 
tient care or consultation. There are not even sufficient or satisfactory 
seating facilities for those who come for consultation. Toilet facilities 
are negligible. Little or no privacy is maintained while examining pa- 
tients and in recording their medical histories. Therefore it is very im- 
portant that these private medical centres be re-structured taking into 
condideration the need to safeguard patient nghts even at a very mini- 
mum level.. 


It is no secret that private channeling centres and private medical hos- 
pitals, in many instances, have become money earning business ven- 
tures. There is no fixed charge for consulting a specialist and as a 
result every specialist fixes his own amount to his liking. The consult- 
ants are never punctual and keep patients waiting for long hours with- 
out any regard for the state of the patient’s health. From these it 1s 
very obvious that the private sector does not care for the patients 
rights either. Therefore it is the duty of Governments committed to 
safeguarding Human Rights to see that the quality of private medical 
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service is maintained at acceptable standards and that poor patients 


are not exploited. 
SUWA DEKMaA 2005 
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PARTICIPATORY DEMOCRACY IN PLANNING HEALTH 
SERVICES 


The topic given to me is, “Participatory Democracy in Planing Health 
Services.” But, I am not going to present a lecture on the above 
topic, however, I would like to present a few concepts for your re- 
flection. 


First I would like to focus on Participatory Democracy. 


What is Participatory Democracy? 
Participatory Democracy is the voice that emerges from people whose 
voices were suppressed by the dominant class. 


Contemporary Philosopher Marx says that “All health systems are 
based according to the economic system.” Therefore the dominant 
class who owns all the economic resources will govern society. Thus 
the health system also performs its task to suit the dreams and desires 
of the dominant class. As you see, this is not Participatory Democ- 
racy. 


Some people claim that democracy commenced in Athens. We should 
not forget that there were slaves at that time. That means that democ- 
racy belonged to the Slave Masters and not to the others. 


But Participatory Democracy is not for the dominant class only. It 
belongs to all irrespective of class, caste, creed or ethnicity because 
common people know what they need. Hence the common people 
are our consultants. Consultants are not those who posses qualifica- 
tions or a few degrees. It does not depend on the number of letters 


appearing after one’s name. 


es 


Common people carry rich cultural traditional experiences and know!- 
edge with them and they are capable of identifying their needs and are 
competent to carry out and sustain programmes planned by them, for 
them. 


Now Icome to the second point - when we are discussing Participa- 
tory Democracy, we have to find a methodology to safefuard Partici- 
patory Democracy. 


In the present context, people of the deprived class or caste cannot 
bring their voices to the main stream. Because the dominant class is 
controlling production as well as the formal communication network. 
All development techniques belong to the dominant class. Under glo- 
balization this situation is getting worse. 


However, we have to search for channels to bring the voices of the 
under privileged people to the main stream. Finding alternatives is a 
challenge. 


Third point is Planning of Health Services 


At present who plans Health Programmes? Yes - they are planned 
by those in authority. This needs serious reflection. What is the role 
of common people in planning Health Programmes? Are they in- 
volved in planning? Participatory Democracy is not TOP DOWN 
approach. 


The qualities needed to have Participatory Democracy in Planning 
Health Services are - 
(1). It must be a holistic approach and not disease oriented. 
(2). It must be based on indigenous knowledge and skills and 
not on biomedical knowledge and false values. 
(3). It must be generated by the community and not dictated 
by the State. 
(4). It must be maintained and controlled by people using J6 


\ocal resources and local experts and not by outside resources 
and outside experts. 


(5). It must be accessible to all and not only to the urban folk. 

(6). Accountability must be to people and not to the State. 

(7). Quality of service should be to satisfy people and not on pre- 
set indicators. 

(8). Pluralism health approaches must be used and not consider 
allopathic medicine as superior. 

(9). Participatory decision making is a must and not hierar chical 
decision making. 

(10) The process should empower the user and not dis-em power 
the user. 


Now to conclude my bref presentation, I would like to emphasise 
that Participatory Democracy in planning Health Services, is the strength 
of this Assembly. I am confident that this Assembly can achieves it, we 
have the capacity to do so. So let us embark on such a programme 
with confidence. 


PEOPLE HEALTH ASSEMBLY 2000 
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A SUCCESS STORY FROM SRI LANKA PHM 


As Public Servants so far our main aim was focused on salary 
increments and to find solutions for the problems experienced by the 
working class within the institution, by way of discussions with the 
relevant authorities. Very little attention was given to problems 
associated with health hazards faced by the workers. 


But as our Trade Union was affiliated to the “People’s Health 
Movement’, we have understood the responsibilities and abilities that 
can be shouldered by the establishments concerned for the welfare 
and health protection of the workers. 


Government Printing Department is an institution which can look back 
to 200 years in history. It has a workforce of about 2,000 and has a 
24 hours duty cycle. All documents needed by the Government are 
being printed here, including the Govemmment Hanzards, Parliamentary 
schedules and government text books of school children. The colour 
and letter processing departments use lead and chemicals. In addition, 
on many occasions the paper dust discharged by the machines has 
created health problems like Tuberculosis. The tremendous noise created 
by the web machines of the Machine Department causes health problems 
and noise pollution. 


Accordingly, our Trade Union, the “Government Printers’ Union” 
was able to present many suggestions and was successful in rendering 
a great service for the workers’ benefits and good health. 

The Printing Industrial Workers often suffer from itching sensations 
and Dermatitis on their hands and feet and severe health problems 
owing to the use of lead and chemicals. We were able to discuss this 
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situation with the relevant authority and obtain a subsidy of milk for the 
workers of the Departments which use chemicals. Now anutritious meal 
is being provided to the workers of the Departments which use lead. This 
was done in order to prevent the workers from contacting diseases and 
our Trade Union consider it a great victory achieved by us. 


In addition, after the discussions with the Director of Printing 
Department, we were able to get a supply of ear plugs for the Staff 
Assistants of the Printing Department and for the workers of the Web 
Department as noise pollution causes great health hazards for them. 
We take this opportunity to mention that we were given all 
encouragement for winning these facilities by PHM Sn Lanka. 


Although, in 1994 an Accident Insurance System was launched for 
the benefit of the Industrial Workers on the suggestions of the Trade 
Unions to assist these Government Servants when they were victims 
to health hazards, we cannot express satisfaction over the benefits 
received by them. At present, the benefits given to the Government 
Servants have been withdrawn, even after deducting Rs11/- from their 
salaries. After 2007, a subscription of Rs75/- was charged for an 
insurance scheme for the Government Servants, but the benefits 
received are less than that were received when Rs11/- was charged. 
The benefit of reimbursement of medical bills has come to a total full 
stop. Granting of Rs3,000/- to buy spectacles once in three years is 
not sufficient at all. 


“The August Fourth” Trade Union affiliated to our Trade Union has 
strongly protested against these false and useless promises. 
Finally, we thank the People’s Health Movement — Sri Lanka who 
gave us the opportunity to participate in a worthwhile seminar like 
this. 
E.A.P. Alwis 
Advisor 
Printing Technicians Union 
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POLITICS OF FOOD & NUTRITION IN SRI LANKAN 
CONTEXT 


What is Nutrition? 


The relation between food and nutrition is inseparable, since it is from 
food that essential human nutrients are obtained. Human survival and 
activity are dependent on our ability to derive the essential nutrients 
such as protein, carbohydrate, vitamins, fat and mineral salts from the 
food that is eaten and digested. Where the human body fails to get 
these nutrients in the process of food metabolism, the inevitable result 
will be malnutrition. 


Malnutrition in the developing countries 1s a legacy left to them by the 
so-called developed countries. This unwelcome situation has in turn 
led to the incidence of more diseases, increased deaths among infants 
and children and also to a general retardation of intellectual 
development in the people. Indeed, malnutrition falls heavily on the 
poor and the needy, in so far as malnutrition is the outcome ofa tangled 
process of environmental, socio-economic and political factors. 


The degree of the impact of malnutnition varies from one class of people 
to another, or from one country to another, depending on the pattern of 
their food consumption. One factor that has a wide bearing on the 
nutritional levels of a particular people is the type of foods the people 
can afford to consume. In the modern world, it is the purchasing power 
of people that mostly determine their nutritional levels. 


Food the Sri Lankan Culture 


Food is the essential factor in appeasing hunger. It is the sine quanon 
of human survival. It is the basis of human livelihood. The reports of 
FAO reveal that out of the world population in the period 1969-1971, 
as many as 360 million were subject to severe malnutrition, and that in 
the period 1974-1976, as many as 420 million, today’s situation is 
worst than that, were suffering from malnutntion. Large population 
segments of the world are today subject to various diseases, mainly 
due to the inadequacy of food. In seeking a solution to this problem, 
our attention has to be focused not only on food production but on the 
means of distribution as well. 


Let us first briefly situate the food consumption patterns of Sn Lanka, 
in their historical perspective. Shiran Deraniyagala has provided us 
with a number of historical records pertaining to the food patterns in 
ancient Sri Lanka. According to these records, the pre-historic people 
in Sri Lanka consumed such food items as vegetables, fruits, nuts, fish 
or meat. It is found that pre-historic people living in the coastal belt of 
Hambantota consumed a kind of oysters as their food. With the 
development of irrigated agriculture in Sn Lanka, vast changes in the 
food consumption habits took place. Historical evidence shows that 
Sri Lanka had a highly developed culture based on food. In fact, 
cooking was one of the 64 arts that ancient noblemen had to master in 
their society. The historical chronicles record that paddy rice was the 
staple food of the ancient Sri Lankans. The substitutes for rice were 
kurakkan or meneri (millet) which were eaten with curries. The 
long bean was a popular food item, also the green pea, gingerly and 
green gram. A sumptuous meal included a variety of items such as 
rice, vegetables, meat and fish, followed by curd, butter, ghee, 
sweetmeats, fruits and finally a chew of betel. It would be interesting 
to note that even today the alms offered to the Buddhist monks consist 


of the same items. 
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While the Badulla Pillar Edict refers to the huntsmen who earned their 
livelihood by selling animal meat, the classical Sinhalese literature refers 
to the fishermen who lived in villages. It is recorded that king 
Dhatusena’s favourite meal consisted of chicken curry. Historical 
documents pertaining to the period as far back as the 3™% century BC 
show that the meat of the deer, wild-boar, peacock, doves and snipes 
had been popular items of food. There is evidence to show that the 
‘people of noble birth’ refrained from eating beef. Those people eating 
beef were considered as belonging to the ‘Chandala Caste’, i.e. the 
scavengers, during the era of feudalism. The Sinhalese literary glossary 
‘Dhampiya Atuwawa” of the 10" century AD has the famous expository 
sentence, namely “Those people, if they eat beef or beat drums, they 
are of the drum beaters’ caste. 


In ancient Sri Lanka, there were separate village settlements for 
cowherds, known as ‘Gopalagama’. The five-fold food items from 
the cow were the special items that were meant for Buddhist monks 
and noblemen. Reference to the drinking of cow milk is scarce, though 
there is copious reference to the cooking of milk rice with cow milk in 
ancient times. 


The popular food items were the oil-cake, sweet cake, aggala, 
munaluwa (sweets from green gram) jaggery asmee, besides the fruits 
such as mango, jambu and plaintains. The spices such as pepper, 
ginger, saffron and garlic were used in the preparation of food from 
items of yore. 


Influence of Western Culture 


The widespread influence of the Western imperialism, in Sn Lanka 
in the 19" century had a definite bearing on Sri Lankan food 
consumption patterns. The Englishmen in this country had not 
only to locally grow their favourite vegetables, but even to import 
them. The quick imitation of the English diet by the rich natives 
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accelerated the pace of change in the local consumption patterns. 
This is how cabbage, beetroot and carrot have come to be popular 
food items. 


Apart from the foreign vegetables introduced by the new plantation 
economy, the popular food habits have also shown up another 
development. Chilli is an item that has a distinct place within our 
spices array. 


With the popularization of the so-called up-country vegetables and 
the extension of their sales, the consumption of traditional foods like 
leafy vegetables lost their place. Today, most of the items that can be 
purchased in the market are the up-country vegetables and so the 
items of leafy vegetables have come to be looked down upon in society. 
Presently there is a slight change in the situation. 


In recent times, some emerging trends in the food habits of the people 
have been observed. Biscuits and chocolates have come to be part 
of the people’s life-style. Specially, with the ushering in of the open 
economy after 1977, the coca cola culture in the food habits of the 
people has begun to get deeply rooted. 


In place of the traditional food items of Sri Lanka, the market 1s now 
glutted with items like sardines and comed beef, sausages, meat balls, 
cordial drinks like Coca-cola, Fanta, Sprite have appeared practically 
in every market. In addition, a concerned attempt is being made to 
instill into the public mind that those particular food items advertised 
over the TV, Radio and other mass media are the best and the choicest. 


Despite these emerging trends in the food consumption patterns, the 
actual position in regard to food consumption among the vast majority 
is far from satisfactory. There is a discernible attempt by the well-to- 
do and the middle classes to hitch their food consumption patterns to 
the new open economy concept. But the trend in the rural sector 1S 
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still different. Despite the pervailing urban market influences, the masses 
find it difficult to purchase their food commodities at such high prices. 
People belonging to a particular economic class in the city of Colombo 
have now stopped home cooking and have switched over to the 
practice of purchasing meal packets. Similarly, the estate workers 
are in the grip of the local traders and are compelled to purchase only 
those items that are available in the estate boutiques. 


The traditional Sinhalese culture still looks down upon the habit of 
beefconsumption. A similar attitude prevails in regard to eating eggs. 
However, the consumption of fish appears to have been accepted by 
society. By and large, the Hindus and the Buddhists refrain from eating 
beef. Fish curry is acommon food item among the people living along 
the coastal belt. But, in the villages of the interior, fish is more expensive 
and therefore the habit of eating fish is less commonly found. In the 
rural home, dried fish has been a favourite food item, but in view of 
the prevailing high prices of this item, itis going out of the diet of the 
rural homes. The use of pork as a food item is not yet widespread in 
Sri Lanka. However, chicken as a food item is commoner than before. 


The results of a socio-economic survey conducted by the Department 
of Census and Statistics in 1969/70 covering 9,700 households 
revealed the percentage of homes with an adequacy of food as only 
43%. The majority of people in Sn Lanka, 1.e. 57%, are subject to 
the predicament of food inadequacy in the homes. To have anutritious 
meal for a day, we must take five items of food, i.e. vegetables and 
fruits, added to rice. 


Welfare State Policy 


After the political independence of Sri Lanka in 1948, the government 
policy on food was that of a welfare state. A welfare policy on food 
has indeed started during the World War II, when in 1942 essential 
food-stuffs were rationed and distributed with a view of protecting 


48 


the consumer and maintaining fairness in distribution. Subsequent 
governments that came into power in the post-independence period 
consistently tried to reduce or remove the subsidy on rice. The UNP 
govt. of 1953 made an attempt to remove the rice subsidy, but 
retreated 


in view of the popular opposition. The UNP govt. of 1965 and the 
coalition govt. of 1970 took steps to reduce the subsidy on rice. 
However, the UNP govt. of 1977 did away with the food subsidies 
altogether and introduced instead a novel scheme of food stamps. 


In 1978, steps were taken to limit the free food ration to a low income 
segment of the consumers only. Under this arrangement roughly 50% 
of the population claimed free rice. Under the scheme of food stamps 
introduced in 1979, the subsidy on food was not only cut down, but 
the nature of the subsidy too itself was changed. The scheme of food 
stamps was operated as a cash value scheme. The distribution pattern 
of the food stamps in the Island is not uniform. The highest percentage 
of recipients, i.e. 67% is found in the Moneragala District, and the 
lowest i.e 20.7% is found in the Nuwara Eliya District. In the 
Colombo District, the percentage of food stamps recipients is 26.3%. 
It would be observed that the estate workers and the urban workers, 
who living under difficult economic conditions, have fallen outside the 
food stamp scheme. The quantum of the real value of Food Stamps 
has been gradually dwindling since the inception of the scheme in 
September 1979. An examination of either the Colombo Consumers’ 
Price Index or the Constant Price Index will bear testimony to it. Itis 
further corroborated by a recent survey on the nutritional intake of the 
recipients of food stamps. A study by Tilak Samaranayake on the 
calorie intake of children and adults under the Food Stamps Entitlement 
during the period 1979-1981 has shown that the levels of calorie intake 
have since gone down by almost half (40%). It may therefore be 
observed that the food consumption levels of the recipients of Food 
Stamps are lower than what they were about two years earlier. 
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What should be evident from the foregoing facts is that the former 
welfare policy of the government on food is now dead. Asa result, it 
is the low income segments who are called upon to bear the brunt of 
the burden. At present, there is no food stamp scheme. Now 12% 
(3,000,000 families) of the Sri Lankan population are entitled to get 
Samurdhi. That means, a cut down on the food subsidy. 


Food and Commercialism 


The food consumption culture in Sri Lanka today follows a completely 
commercial pattern. It is the profit motive that dominates the ideology 
of everybody from the cultivator to the retail traders. As regards the 
middleman, on the dwindling income levels of the vegetable growers 
at Welimada states : “It would be thus seen that the middlemen are 
exploiting both the consumer and the grower, in that they not only 
expropriate a big chunk of what is paid by the consumer but also 
deprive the cultivator of a good proportion of the income that would 
otherwise have been due to him’’. 


The Sn Lankan people who now live in a consumer society find that 
their purchasing capacity is governed not only by the availability of 
food commodities, but also by the price of goods on the open market. 
When food distribution takes place on an open market policy the 
consumer is left at the mercy of the market. 


As shown by a socio-economic survey conducted by the Department 
of Census and Statistics, the relative percentage of the expenditure on 
food within the total home budget in 1970 was 54.7% and in 1973 
55.2%. This component of expenditure has risen up to 70.1% in 
1980. In the estate sector, this figure is at 76.7%. 


Below are some extracts from (Integrated Regional Information 
Networks, UN (IRIN) Reports. Only half the country’s 20 million 
people are receiving the minimum daily calorie intake of 2,030, 


according to the latest poverty assessments compiled by the 
government. 


“An average poor person in Sri Lanka receives only 1.696 calories 
per day while a non-poor person receives 2,194 calories”, according 
to the Department of Census and Statistics, in a report entitled “Poverty 
Indicators — Household Income and Expenditure Survey : 2006-07, 
released in March 2008. 


It is clear from these data that the low income groups have to spend a 
high percentage of their income on food items. This means that these 
segments of the population can afford to spare only a meager amount 
for expenditure on other basic needs such as health and education. 
On the other hand, it is these very segments of the population who 
spend a larger portion of their income on food requirements that are 
also the victims of malnutrition. Again, it is the low income groups that 
suffer most from the impact of price inflations. Thus, the effects of an 
inflation are such that they keep the high-priced foods of high quality 
beyond the reach of the low income segments of the population, who 
have to confine themselves to the consumption of cheaper food items 
only. The fact that the food consumed is low both in quality and quantity 
has a direct bearing on the nutritional status of the people, in addition to 
their getting further malnourished by being subject to various diseases. 


The spiraling cost of living has adversely affected the nutritional status 
of the people, particularly in view of the fact that no corresponding 
pay increase has been granted. The pay increases in the private sector 
were minimal and furthermore, the various deceptive methods adopted 
by the employers have brought the employees much hardship. No 
investigation has been carried out to ascertain the decreasing nutritional 
status of the employees who were dismissed from work consequent 
to the general strike and closure of factories. 
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It is observed that the government policy reforms in the recent past 
particularly the introduction of an open economic policy in lieu of the 
welfare state policy after 1977, has had an adverse impact on the 
nutritional status of the people. 


RATES OF FOOD PRICE INCREASES IN SRI LANKA 


The price increases of essential food in Sn Lanka last year were above 
global averages. Similar price increases also took place during previous 
years. 


Rice reached Rs80-95 per kg. in the second week of April 2008 and 
it is predicted that a kg of rice will go beyond within the next month. A 
person in Sri Lanka eats a little more than 100kg per year and a family 
requires about 40 kg per month. This alone will come to Rs4,000/- a 
month, when 2.1 million poor families receives less than Rs1,500 per 
month. Bread and wheat flour increased in price over the last few 
months to Rs10/- per Ib. and Rs75 per kg respectively and 
consumption of wheat flour and bread has reduced drastically by 60% 
on an average and 90% in rural areas. 


In some items, such as dried chilles, fish, beef, dried fish and sugar, 
where the percentage increase last year was relatively low. The prices 
were quite high even at the beginning of last year. Therefore, trends in 
price increases over several years have to be looked at. 


Cost of Living Index 


The Cost of Living Index (CCPI— Colombo Consumer Price Index) 
has increased rapidly and steadily and the rate of increase is growing 
too. 


Month/Year CUFI 

January 2005 3986.7 

January 2006 4304.0 

January 2007 5184.3 
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January 2008 6302.5 
March 2008 6441.7 


There has been a total lifting of price controls leaving the fate of the 
price structure entirely in the hands of the traders who are now free to 
dictate the prices. The price levels of most consumer goods are now 
so high that they are not within the reach of the average consumer of 
the low income groups. 


The elimination of food subsidies, coupled with the non-availability of 
cheap rice rations and other food items like green grams, dhal, fried 
fish etc. at concessionary rates has completely changed the people’s 
meal patterns. The removal of the children’s milk foods has a direct 
bearing on the child nutrition. 


Agriculture is still the mainstay of the majority of people. Despite the 
recorded high growth rates in Sri Lanka, the development in the 
agricultural sector is at a diminishing rate. 


Apart from food the following are the other causes that serve as 
determinants of the nutritional status in Sn Lanka. 


People’s economic standing 

People’s social standing 

State policies 

Consumption patterns 

Consumption beliefs, attitudes, knowledge and 
practices 

Impact of mass media 


Nutritional deficiencies in Sri Lanka 


The nutritional problems in Sri Lanka is mainly four-fold, viz. 
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(1) Protein energy malnutrition 

(ii) Anaemia due to malnutrition (iron deficiency) 
(i) Vitamin A deficiency 

(iv) Iodine deficiency 


Protein energy malnutrition 


Severe under-nutrition is acommon problem 1n all the Health Regions 
of the Island, but is more severe in the up-country areas. It has been 
observed that protein energy malnutrition is most prevalent in children 
during the second year of birth. The causative factor for such 
prevalence may be the non-nutritious complimentary foods given to 
children in place of breast milk. The chronic under-nutrition or the 
lack of proper height for the age is acondition. This problem is most 
critical in the central highlands of Sn Lanka, particularly in the estate 
sector. The chief factors that have contributed to this condition in the 
estate sector are low income and insufficient education. About one 
million children in Sri Lanka are suffering from various types of protein 
calorie malnutrition. This condition is more severe among the urban 
poor people, the majority of them being pregnant mothers and children. 


In Sn Lanka, the conditions of malnutrition are found in large families 
of the low income segments. Often these victims are rehabilitated in 
the hospitals, but once they return home the relapses occur, as the 
socio-economic conditions of the families remain unchanged. A survey 
of 850 children admitted to the Lady Ridgeway Hospital for treatment 
in 1974 confirmed the essential relation between protein calorie 
malnutrition and the level of family income (Economic Review, March 
1976). 


It is a fact that the increase in the individual incomes necessarily leads to 
an increase in the nutritional quality of the food consumed, due to a 
considerable increase in the consumption of milk foods, meats and fish 
which provide an increased intake of calcium, iron, Vitamin A and 
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riboflavin in a form that is easily absorbed. Therefore, it is observed 
that 20% of those in the high income segments get the necessary nutrients 
without much effort, whereas those in the low income segments may get 
the nutrients only rarely and minimally. 


Nutritional Status of Children (2000) 


BackgroundCharacteristics Height for Age 
Weight for Height Weight for Age 

Male 11.9 rot 29.0 
Female 15.3 12.6 29.8 
Child’s age (in month) 

03-05 3.9 L2 0.7 
06-11 i LO. 202 
12-23 16.2 18.2 28.8 
24-35 12.4 La 3 34.0 
36-47 13 | od BOT 
48-59 19.1 Po ose 
Sector - Colombo Metro 7.4 10.1 

Other Urban 8.6 6.3 213 
Rural 12.8 lpey 30.8 
Estates 33.8 11.8 44.1 
Total 13.) 14.0 29.4 


Source : Sri Lanka Demographic and Health Survey — 2000 

(Annual Health Bulletin— 2001) 
Percentage of new born babies with a weight less than 2,500 gm - 
16.1% 


Anaemia due to malnutrition (iron deficiency) 


The chief reason for this condition is the iron deficiency in the human 
body and is common to all the age groups, but is more prevalent among 
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pregnant mothers and children of the lower socio-economic segment. 
The distribution of the condition is shown below — 


Iron Deficiency 

Infants - 58% 

Children - 30-40% 

Adolescents - 10 Yrs. - 50% 
11-19 yrs. - 33% 

Re-productive Age (Mothers) ~ 50% 

Pregnant Mothers - 40% 


Anaemia is a causative factor for the increase in maternal mortality 
and maternal diseases. In Sri Lanka, generally more than 50% of the 
pregnant mothers suffer from anaemia, and this condition in turn 
contributes to infantile anaemia and infant mortality. It is found that 
more cases of maternal anaemia and more maternal deaths have been 
recorded in Kandy and Ratnapura districts than in other districts. 


The following data will reveal the extent to which anaemia during 
pregnancy may affect the health of mothers. 


It may be seen from the data in this table that among the problems of 
pregnant mothers, anaemia is in the second place. However, it has to 
be remembered that many pregnant mothers other than those entering 
hospitar have attended the maternal clinics for treatment of anaemia. 


Food items such as leafy vegetables, liver, eggs and beef serve as 
sources of iron. But the prices of some of these items, viz. beef etc. 
are such that they are not within the reach of everybody. On the other 
hand, the absorption of iron will require Vitamin C. 


Vitamin A deficiency 


This is also an identified malnutritional problem in Sri Lanka now. The 
distribution of the present condition is shown below. 


56 


Children (3-36 months) - 33 1/3% 


Adolescents - 36% 
Pregnant Mothers - 36% 
Vitamin A status in Sri Lanka 
Indicator Result Cut off point 
Night Blindness 0.8% 1.0% 
Bito spots 0.8% 0.5% 
Serum Retinal 20 ug/dl 35.5% 
20.0% 10 ug/dl 
9.0% 10.0% 
Hellen Keller FFQ 70.5% 70.0% 
lodine Deficiency 


In Sn Lanka, a number of diseases due to iodine deficiency syndrome 
are found. The most commonly found condition is the goiter which 
results from iodine deficiency. But when the iodine deficiency is viewed 
from a broader angle, many other forms of mental and physical debilities 
resulting from it can be observed. The real tragedy is the case of 
retardation of mental development of a human being from the time of 
the embryo up to adulthood. 


In Sri Lanka, the South-West, Sabaragamuwa, Central South 
and Uva regions have been identified as iodine deficient 
regions, where nearly 70% of the population in its highest 
density lives. 


Certain tests carried out by the Medical Research Institute during the 
period 1947-1949 have also shown that iodine deficiency is a condition 
periodically observed in some parts of Sri Lanka. 
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According to the Mahadeva-Shanmuganathan Report of 1967, the 
highest level of iodine deficiency is found among the people on the 
banks of the Kalu and Kelani rivers, in the Western Province. This 
report also points out that the iodine deficiency in women Is higher 
than in men. 


The Wilson Report of 1950 has pointed out the existence of iodine 
deficiency in both the wet zone and the dry zone. In the latter, it is 6- 
12% of the population. The chiefreasons attributed for this condition, 
according to the Report are the low concentration of iodine in the 
drinking water and food lacking in iodine content. 


According to the findings of a survey conducted by Subramaniam and 
Deo in 1966 in the iodine deficient areas, it was found that 12-54% of 
the school children in different places of these areas were subject to 
the iodine deficiency syndrome. In the same areas, 28.6% of adult 
males and 43% of the adult females were subject to the condition. 


Iodine deficiency is not a condition that is easily detected though it 
greatly affects the healthy development of a human from the stage of 
embryo up to advanced adulthood. Any iodine deficiency may be 
reflected in the environment — the soil, water, vegetation and dairy 
foods. 


Iodine deficiency is responsible for most of the abnormalities in the 
human body. Some examples are the retardation of normal physical 
and mental development, abortions and still-births. Achild born to a 
mother suffering from iodine deficiency syndrome also shows problems 
in the thyroid gland, such a child may have various forms of 
complications varying from mental retardation, under-development of 
aptitudes, physical under-development, vocal and auditory deficiencies 
and problems in the limbs and nerves. 


Unfortunately, most of these health conditions have not been 
identified as being due to iodine deficiency. What we often see 
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as iodine deficiency is the outward enlargement of the thyroid 
gland. But, the condition of iodine deficiency affects a larger 
area of human functioning that appears to the lay eye. Hence, it is 
time to regard this situation as a health condition resulting from a socio- 
economic environment. The responsibility therefore devolves on the 
government policy planners to get themselves interested in implementing 
measures for the elimination of the problem of iodine deficiency 
syndrome among the people. 


The WHO has taken into consideration the importance of eliminating 
the iodine deficiency problem, under their proposals for “Health for 
All” through Primary Health Care. In a publication of the South-East 
Asia Region Committee in 1981, the Control of goiter has been brought 
under a co-ordinated programme of Primary Health Care. But a 
definite action plan in Sn Lanka is yet to be a reality. 


Prevalence of Iodine deficiency distribution (IDD) in Sri 
Lanka (Figures in thousands) 


Total population Population at risk Endemic 
Goitre 
16,099 9,861 3,007. 

(61.5%) (19.3%) 

Cretinism and other IDD 

Endemic Other 

cretinism IDD 

Total 

140 580 720 
(0.9%) (3.6%) (4.5%) 
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Note: Percentages shown are percentages of total population. “Other 
IDD” includes Cretinism and measurably reduced mental functions 


etc. 
Source : UN Demographic year Book 1981/82) 


Present situation of Iodine deficiency 


Children (3-36 months) - 6% - 32% 
Adolescents - 6-32% 
Reproductive age - 6-32% 


Health Indicators — 2003-04 


2003 Population : 911,280 
2004 Population : 917,754 
2003 Crude Birth Rate : 16.6 
2004 Crude Birth Rate - 17.0 
2003 Still Birth Rate :15.9 
2004 Still Birth Rate : 18.6 


2003 Infant MortalityRate =: 11.1 
2004 Infant MortalityRate  :14.8 


2003 Maternal Mortality Rate : 1.6 
2004 Maternal Mortality Rate : 1.3 


2003 Low Birth Weight Rate : 11.8 
2004 Low Birth Weight Rate : 12.2 


2003 Institutional BirtthhRate -:98.4 
2004 Institutional BirtthhRate -:98.4 


Crude Birth Rate (per 1,000) Infant Mortality Rate (per 
1,000) 

Still Birth Rate (per 1,000) Maternal Mortality Rate (per 
10,000) 

Low Birth Weight Rate(per100) Institutional Birth Rate 
(per100) 


Vulnerable Groups 


In regard to the nutntional deficiency status in Sr Lanka, three groups 
are particularly vulnerable — 


a. Children b. Plantation Community c. Women 
a. Children 


On the basis of the Year 2000 Demographic Health Survey, 7.8% of 
the Sri Lanka population consists of children under four years and 
8.5% children under nine years of age. 


Food insufficiency, which is often considered the reason for under- 
nourishment, is not the onlyreason for child under nourishment. Among 
the other factors that contribute to child under-nourishment are — 


The incidence of regular attacks of diarrhoea 

The presence of parasites in the intestines such as worms 

The ignorance of mothers as to how and when to wean the children 
Malnourished children easily fall prey to infections, and those children 
who are often subject to infections are often malnourished. The chances 
of malnourished children falling prey to diarrhoea are doubled, and 
the mortality resulting from the complications of the weight loss may 
be around 10%. Several attacks of diarrhoea in a single year may 


reduce the growth by almost half. 


NS 


The weight of a normal healthy child at birth doubles in five months, 
trebles at the end of one year and quadruples at the end of two years. 
Where the growth of a child is retarded due to constant attacks of 
illnesses, then there is a strong tendency on the part of the child to be 
subject to malnutrition. It is, therefore, necessary to instill in the parents 
a sense of urgency to ensure that their children grow unretarded during 
the first few years of life. This is one reason why the parents have to 
be motivated to take interest in the maintenance of child growth charts. 


However, in the communities beset with problems such as 
unemployment, housing etc. the child growth charts are not going to 
be of much help, except in the case of families who can afford sufficient 
food for their children. 


The first sentence in the Charter on Children’s Rights adopted by the 
UN in 1959 reads as follows : “The child should be provided with 
special care and all the opportunities and facilities for him to grow into 
being a healthy and a normal citizen”. Another sentence in the Chart 
stipulates the child’s right to adequate and nourishing food. 


It is unfortunate that while these rights are confined to the Book, 
malnutrition continues to devour more and more generations of 
children. The numbers of malnourished children have outstripped the 
number of malnourished elders, so great is the interdependence 


between poverty and malnutrition, the effects of which fall heavily on 
children. 


The Medical Research Institute, Sri Lanka, has on several occasions 
pronounced warnings on the increasing trends of Stage Three 
Malnutrition, which is Acute Protein Calorie Malnutrition with 
accompanying side effects such as body wasting and the retardation 
of development and of intelligence. In this case, perhaps it may never 
be possible to restore the retarded intelligence. 
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b. Plantation Community 


The estate people of Sn Lanka, who are of Indian origin and considered 
agricultural workers, comprise about 5.6% (867,084) of the country’s 
population. These people are of Indian origin and were brought to Sn 
Lanka by the Bnitish during the colonial period. The point that concerns 
us here is that the health status of the estate workers is very much 
lower than the national average. The most common respiratory 
diseases among these workers are Bronchitis, Pneumonia, Pleurisy 
and Asthma which have resulted from bad weather conditions, low 
temperature and congested living. 


The pattern of health facilities in different Health Regions of Sn Lanka, 
including the plantations has revealed that the health facilities on the 
plantations are poor. The number of doctors per 100,000 
population on national levels is 44.8 but the figures for Nuwara Eliya, 
Badulla and Ratnapura Districts are 15.9, 34.4 and 32.4 respectively. 


Researchers have found that among the estate workers and their 
families, health problems like acute anemia, protein calorie malnutrition 
and chronic malnutrition are widespread. The comparative health status 
of estate children is very low. 


Vital Statistics for the Estate Sector — 1997 (per 1000) 


Infant Mortality Rate - 24.0 
Still Birth Rate - 320 
Maternal Mortality Rate - 0.9 


The estate workers do not live in a sanitary environment. Some of 
the line rooms where they have to live are not fit for human living. 
They are living in common houses where the house of a family 


is only aroom measuring 10 °x 12’, with acommon verandah of 5’ or 
6’ wide. 
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The average infant mortality rate of Sri Lanka for the year 2001 
was 12.2 per 1000. However, the figure for Nuwara Eliya 
District which includes most of the estates was 20.7. The figures 
for Badulla and Kandy Districts were 20.9 and 17.3 
respectively. 


A working mother on an estate is unable to look after her child. The 
necessary facilities for breast-feeding that should be there in the interest 
of both the mother and the child are lacking throughout the plantations. 
A suitable place for a working mother to draw out excess milk during 
working time is an essential facility for a mother, but it has not been 
provided. The lack of this facility may mean the early drying up of 
breast-milk and this affects the child nutrition in the plantations. 


Some of the line rooms on the estates have not been provided with 
separate latrine facilities. This is one reason why the children in the 
estates are easy victims of worm diseases. 


Latrine Facilities (1997 Health Bulletin) 


No. of Households - 180,489 
Individual Latrines - 80,399 
Shared Latrines - 25,876 
% with Latrines - 58.9% 


While facing all these health hazards, they also have to struggle with a 
large number of other socio-cultural problems. Being Hindus by 
religion, the estate workers refrain from eating beef and therefore 
have to depend on fish or dried fish for their protein requirements. 
The estate worker as a consumer is subject to extreme environmental 
factors, and is compelled to buy his consumer goods from the boutique 
close to the estate and he has no choice in the matter who sells him 
goods at black-market prices. This is a vicious situation where the 
estate community have no freedom of choice, particularly in the matter 
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of eating food of their own choice, by virtue of their peculiar position 
of being at the bottom of the socio-economic ladder.Hence, the under- 
nutritional status in the estate sector may be described as a position 
resulting from not only food but also the socio-economic and cultural 
inequalities prevailing there. 


Cc. Women 


At the year 2001 census of Sn Lanka, 51% of the population consisted 
of women. Some surveys carried out since have clearly demonstrated 
that Sn Lanka is facing some problems of the first magnitude concerning 
women’s nutrition. The conditions of anemia or iron deficiency and 
iodine deficiency are found to be more prevalent in women than in 
men. The findings of a survey covering 3,000 mothers conducted 
during the period 1968-70 have shown that some 72% of them were 
subject to the condition of iron deficiency, which is also a general 
complication in women during pregnancy 


(Source : UNICEF Country Programming Exercise for assistance to 
Sri Lanka for the period 1984-85) 


Several surveys have also proved that the problem of iodine deficiency 
is more in women than in men. Among the school going population, 
43% of girls and 28.6% of boys were suffering from iodine deficiency. 
There were reasons why more females than males were subject to 
protein energy malnutrition and vitamin A deficiency. The fact that no 
data pertaining to this problem are available does not mean that the 
problems should be treated lightly. 


Looked at from a cultural angle, it is obvious that the Sri Lankan 
women are less privileged than men. One significant reasons that the 
basis of Sri Lankan families is patriarchal. The working population in 
Sri Lankan women, of whom 87% are employed in the estate sector 
and in other lower paid jobs of the production sector. (Source : 


‘“‘Woman’s leadership and decision making”. Background paper of 
Women’s Bureau, Sri Lanka— November 1982). 


The rate of unemployment among women is 11:5 while among men is 
6:2. This fact would show that the economic dependence of women 
is greater. 

(Labour Survey — Department of Census & Statistics) 


The literacy percentage for men is 92.5% while for women is 87.9%. 
This is another indication that the women in Sri Lanka is lagging behind 
in the sphere of education too. 


What is interesting and pertinent here is that the cultural and social 
disadvantages of the Sri Lankan woman is a direct bearing on her 
food consumption pattern. One practice prevailing in the Sri Lankan 
socio-family structural pattern is that the nutritious meal cooked in a 
family is first served to the husband and the male children. The women 
often take their meals last of all in the family or after the husband and 
children have finished theirs. This itselfis areason why the women get 
elbowed out in the arena of nutrition. 


Often, the women are not sufficiently mindful of the fact that they have 
to expend more nutrition in the course of reproduction. In spite of the 
numerous educational programmes directed at Nutrition in pregnancy, 
it cannot be said that the Sri Lankan women adequately benefit from 
them. Even working women rarely show specialty for food 
consumption during pregnancy. 


Religious susceptibilities often play a role in the matter for 
food consumption during pregnancy. Even those who normally 
take eggs would stop taking them, no sooner the pregnancy 
starts. The main reason for this practice is to refrain from 
killing, in a society dominated by Buddhist concepts of non- 
violence and for the people to avoid carnivorous habits of 
food consumption. 
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The women who form 25% of the working population are employed 
mostly in low-paid jobs. Thus even if they obtain some economic 
benefits from employment, their health suffers. Following are the most 
common employment avenues of women — 


Tea Plucking 
Cinnamon tapping 
Textiles 

Coir strings and ropes 
Beedi manufacturing 
Garment industry 


It is essential that lactating mothers should take a special diet and for 
this reason some Women’s Organisations of Sn Lanka have launched 
an agitation for the payment ofan extra allowance to lactating mothers 
who are employed. 


A working mother, in addition to her employment has to look after 
the domestic front. Besides working, she has to attend to the 
washing of kitchen utensils, maintenance of the home and the 
garden. The traditional socio-family-cultural pattern recognizes 
that these activities are within the sphere of women’s duties. In 
view of this life pattern of women who enjoy only the minimal 
nutritional levels, the tendency is for their nutritional levels to 
deteriorate further. 


The Sri Lankan women is the first to get up in the family and the last to 
go to bed. The following statement by the UNESCO’s Executive 
Director in 1982 will reveal that the world pattern is similar : “The real 
heroes of the world development are not the respective Governments, 
nor the various organizations and UN Agencies, but the women who 
work strenuously for long hours of the day under the most difficult 
conditions yet without adequate benefit, only to fulfill the needs of 
their families or communities. There is no commensurate appreciation 
of their courage and efforts. What they need is not just praise but 
justice and assistance”. 


The facts given in this article are meant to show to what extent 
the socio-cuitural pattern in the present day Sri Lanka has 
influenced the nutrition and food consumption of women. The 
medical opinion confirms that the average woman in this country 
can manage with an ounce of protein per day. But this quantum 
needs to be increased if she is pregnant or lactating. The nutritional 
levels during pregnancy affect both the mother and the unborn 
baby. In 100 ml. of breast-milk the protein content is 1.2 gms. 
Since a lactating mother has to produce around 850 ml. of breast- 
milk, her protein requirement is about 10gm per day. Therefore 
a lactating mother’s daily diet needs to include at least this amount 
of protein. 


In a family where the mother is breast-feeding the baby, the 
mother needs more nutrition than the father. But what prevails 
in most homes is the opposite. The Sri Lankan culture 
recognizes much more of the food requirements of a father than 
those of a mother. 


It should now be clear to what extent the Sri Lankan woman is subject 
to 3 impediments — economic, dependence, the lack of communication 
and the under-nutrition — solely due to the influence of tradition and 
culture. But it is high time the country realized that it is a national 
responsibility to save the Sri Lankan woman at least from the threat of 
under-nutnition. 


Food, nutrition and Social Justice 


The views expressed by many nutritionists and social development 
experts on the question of world malnutrition are not realistic. Nor do 
these views disclose the genuine character of the question. 


Those who offer solutions to the problems of malnutrition in their 
traditional fashion speak of two chief reasons for malnutrition — 


(a) The lack ofacorresponding increase of food production and 
(b) Theignorance on the part of people in regard to food consumption. 


As such, their solutions envisage 


(a) thecontrol of population growth and 
(b) the education on food consumption in accordance with the 
principles ofa balanced diet. 


The negative approach these longstanding programmes may even 
aggravate the existing levels of malnutrition by blaming it on human 
indifference for their failures. 


The truth is that not only in Sri Lanka but in the whole world, the vast 
majority of people do not get the needed requirements of food for 
their consumption. But it is also a travesty of the truth to say that the 
world cannot produce the quantum of food needed for world 


consumption. 


Mr Collin Clark, the former Director of the Institute of Agro- 
Technology of the Oxford University says : “If only the existing 
Agro-techniques were harnessed in the already developed form 
different parts of the world, with their arable and usable extents 
of agricultural land, it would easily be possible to feed a 
population even ten times larger than the present world 
population”. 
The present food problem in the world has become acute due to four 
main factors, viz. 
(i) Ability to buy 
(ii) The adequate distribution pattern 
(inl) The dependence of food production on profit making 
enterprises and 
(iv) The practice of destroying food quotas to maintain 
price levels. 


As for the inequitable distribution pattern, it would be worthwhile to 
note that the quantity of food consumed by the people of the developed 
countries is as much as 25 times the quantity consumed by the people 
in the developing countries. The annual quantity of food consumed by 
an American child is 50 times that of an Indian child. The present 
food consumption in North America is as much as 1900 Ibs. per head. 
During the period 1968-1975 the increase in the quantity of food 
consumed in the USA is 350 Ibs. which is the annual consumption per 
head in India. 


While we are in a quandary for solutions to the food scarcities, it is no 
secret to find that in certain quarters the method of destroying food is 
resorted to even today with the sole idea of jacking up prices. The 
multi-national companies and the European Economic community are 
particularly known to employ this method. 


In 1968, the USA has paid 4 billion dollars to the farmers just to Keep 
34 million acres of arable land from cultivation. Otherwise, there is no 
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doubt that with the produce of these lands, the food prices in the 
world market would have come down. 


In 1970, Canada destroyed its wheat cultivations and the USA its 
potato cultivations, knowing too well that large segments of the world 
population were starving. 


The role of the middleman who operated between the producer and 
the consumer has only helped to increase the food prices several fold 
and to keep the food items beyond the reach of the low income earners. 
A case in point is the vegetable growers of Welimada, about whom 
the ‘Economic Review’ has to say this : 

“Tt would be thus seen that the middlemen are exploiting both the 
consumer and the grower, in that they not only appropnate a big chunk 
ofwhatis paid bythe consumer but deprive cultivator of a good 
proportion of the income that would otherwise have been due to him”. 


The international agencies seem to have a better hold on price 
manipulations than the local middlemen. 


As in the case of other productions in the world, the food production 
too is dependent on private enterprise, a system under which priority 
is given to the profit earnings rather than to the consumer needs. This 
is how the private enterprises are tempted to produce not what is 
food for humanity but what is more profitable even though it may be 
unhealthy for the people. Numerous examples may be cited from Sn 
Lanka itself. In the early days, Hanguranketha was well known for 
vegetable growing, but later on, the multi-national companies have 
started utilizing these lands for tobacco growing. A good portion of 
land under the Mahaweli Development Scheme has also been set apart 
for tobacco growing. 


The international situation is far worse. In Columbia, the multi-national 
companies employ local farmers to grow carnation flowers for export 
to the USA, while there is a shortage of food grain in the country. 
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These multi-national companies are more interested in growing flowers 
which brings a fat profit of 10 million pesos per acre rather than growing 
wheat which is so vital for the people and brings only 12,500 pesos 
per acre. 


While millions of people in the Sahel are starving, the French mult- 
national companies are growing cotton in order to provide a cheaper 
production factor for their industries. But they are not unaware that 
millions in the Sahel are dying without food. 


In certain other countries, while the landless nationals are starving, 
more and more land are being brought under other cultivation. For 
example, the land in India where the staple food can be grown are 
utilized for growing cotton and tea, in Gautamala for coffee and cotton, 
in Indonesia for rubber, in Mexico for coffee, cotton and sugarcane 
and in Sn Lanka for tea, coconut, rubber and tobacco. This situation 
has enabled the few capitalists in these countries to live in the lap of 
luxury while the vast majorities are compelled to live in a world of 
malnutrition and social injustice. 


There should be an under-assessment of the impact of the environment 
and the bearing of social, cultural and economic factors on the nutritional 
levels of people. Likewise, one cannot deny that social injustices and 
political policies have an equal bearing on the determination of the 
nutritional status of people. In our inquiry into the question of ‘FOOD 
AND NUTRITION’, we are also naturally reminded of the popular 
adage that ‘HEALTH IS POLITICS AND POLITICS IS 
HEALTH’. 


Sirimal Peiris 
People’s Health Movement 
Sri Lanka 


3K 2 3K 2K 2 3K 2K 2k ok ok 


People’s SAARC was held at the Vihara Mahadevi Park, C olombo, Sri Lanka 
from 18-20 July 2008. The Health Rights Workshop was held on 19 July 2008. 
Following is the Speech delivered by Mr Sirimal Peiris of PHM — Sri Lanka. 


CONFLICT & HEALTH 


The World Health Organization (WHO) definition of the word “Health” 
amply indicates the inter-relationship of the word “Conflict and Health”. 
Health is acomplete state of physical, mental and social well-being 
not merely the absence of disease or infirmity. This clearly shows that 
conflicts is also an acute health problem. Conflicts result in creating a 
host of physical, mental and social problems. Therefore, the time has 
dawned on us to discuss in greater detail the impact of conflicts on 
health and the resultant health problems. 


Conflicts can be divided into two parts, such as micro and macro 
levels. We can identify domestic violence as amicro level conflict. 
Caste conflicts also come under this category, Sah ous, ethnic 
and class conflicts might start as micro level, but it can go up as macro 
level conflicts. Almost in all South Asian countries, predominantly 
conflicts go hand in hand with everyday life. Some of them are ethnic 
issues while some are political issues. However, any issue can create 
more and more health problems. 


It has been estimated that in Sn Lanka that we have lost nearly 100,000 
young people due to the war. These figures are from official sources, 
but the actual figures could be much more. The ultimate results of a 
health problem is death, and death due to a conflict is also a health 
problem. No one can object to such a discussion. It is a pity that 
even though people recognize suicide as a health problem, death due 
to war and homicides are not considered as health problems. 
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It is reported that nearly 25,000 have been disabled in the war according 
to official sources, but the actual figures should be much more. It has 
been found difficult to obtain the actual strength of the armed forces 
serving in the operational areas. Accordingly, even rehabilitation of 
the disabled has become a health problem. 


Impact of the mental stress created by the on-going conflict has 
assumed various proportions. To those who face the war directly, the 
stress is greater and they suffer the most. Moreover, they have to 
bear this suffering throughout their lives. Although not directly involved, 
even the dependents paving Tost their bread winner or a member of 
their family, will suffer mentally. Itis heart rending to note that children 
mostly fall into this category. The following statistics indicate the 
position. These figures have been obtained from the villages in the 
operational areas and cannot be deemed 100% accurate. Identifiable 
mental deficiencies among children are 27%. Aclose relation has 
died or found missing is 46%. Families with children who could not 
attend school for a month or more amounted to 30%. Out of this 

10%, had not attended school for more than 10 months. This shows 
the trauma caused to children by the war. A survey done at 
Vaddukkodai has revealed that 43% of the children have become 
victims of mental disabilities of varying nature due to the war. 
(Health Study — 1994). 


Destitution and displacement are the other social consequences of the 
war. With the loss of the husband, the wife becomes a widow. 
Widowed wives are confronted with a host of problems. When the 
widow is young with a child or two, she is forced to stay a widow for 
life. The responsibilities of the children fall on the young mother and in 
a male dominated society, she has very little or no recognition, thus 
making her feel depressed. Wives of servicemen get a pension after 
the death, but they loose the pension if they get married again. 
Therefore, they are forced to stay single. Wives becoming widows, 
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children who become fatherless or motherless or orphans due to the 
loss of the parents create a great social problem. 


Many planners of the health policy formulate programmes taking into 
consideration, the family as a unit. Specially in Sri Lanka, the family 
unit occupies a very important place. Therefore, time has come to 
assess the health impact by the damage caused to families, inclusive of 
service personnel, through destitution and displacement as a result of 
the on-going civil war. At least 135,000 to 210,000 people sought 
refuge in India, and those who in Government-run camps are being 
assisted by the Government of India, and approximately 410,000 
people are internally displaced. 


The role of the family as an institution are many and varied. Security 
of the family members, reproduction, socialization of the children, 
education, safety of the young ones and economic co-operation are 
some of the most important aspects. With the fall of the family institution, 
none of these duties could be accomplished. Therefore, it is evident 
that due to the health problems created by the on-going war, the family 
as an institution would eventually be destroyed. With the breaking 
down of the family institution, children are the most affected. Disruption 
of the education of school-going children tend to make them go astray 
giving rise to problems like child abuse, drugs etc. It is obvious that 
the war has created a host of additional problems like increased women 
trafficking, child abuse, increase in the tendency to commit suicide, 
rise of morbidity and finally the destruction of the health infrastructure. 


The social problem of women trafficking is a known evil of the war. It 
is not a secret that with the invasion of he Hitler’s army and the allied 
forces during World War II, Even during these conflicts, there had 
been an increase in sex workers in the vicinity of the army camps. 
Unavoidably, widowed women are forced to take to sex trade as a 
means of existence. We should not forget the fact that most of the 
widows are young and they become helpless with the death of the 
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breadwinner and are forced to be single to be entitled to receive their 
pension. Similarly, their children have to face the trauma of living 
without a father. Consequently, even the people who are affected 
indirectly by the war have to bear the same fate. This state of insecurity 
caused by the war has also brought in many social problems. There 
has been an increase in the rate of crimes like armed robberies and 
rape. Destitution and displacement of people has disrupted the normal 
life of the people. With the increase of child abuse they are also being 
dragged into sex profession. Less expectation 1n life due to the uncertain 
war environment has had a detrimental impact on the average citizen. He 
lives without much hope for a better future. The state of fear and uncertainty 
has come to stay not only among the soldiers in the battle field, but also 
among ordinary people and more specially among those who work in 
highrise buildings. Passengers who travel in buses and trains are subjected 
to this fear of an impending disaster, 1 Due to this sti State of shock, people 
cannot lead their normal lives ‘thusdeadimeto frustration and disgust causing 
depression, mental breakdown and suicides. 


Due to this unsettled state, health programmes are being disrupted as 
seen by the following statistics on human resources. 


Human Resources in the Jaffna Health Sector 


Category Approved Cadre in Position Vacancies 
Specialists 32 10 22 
Consultants 17 00 17 
Medical Officers 421 219 202 
Registered 
Medical Officers 58 20 38 
Nursing Officers 841 103 738 
MLIs 39 16 23 
Radiographers 21 08 13 
ECG Recordists 06 01 OS 
Physiotherapists 15 02 13 
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Hospital Midwives 89 40 , 49 


Pharmacists ll -11 
Public Health Midwives 262 119 143 
Minor Employees 463 353 110 
Total 2264 902 1362 


Source : District Secretariat, Jaffna 
Sunday Times — 20 April 2008 


Intensive health campaigns are essential for the development of the 
health ofa Nation. Ina war torn country, priority is given to expenditure 
related to the war. As aresult, financial provision for the development 
of the health services is reduced. Therefore, a breakdown in the health 
services is unavoidable. Shortage of personnel, drugs and clinics will 
directly impair the functioning of the health services. The following 
statistics give$ a comparison prevalent in the SAARC region. 


Country No.of Military personnel/million Average 


Military expenditure as % GDP (2004) Military 
Holdings Index 

Bangladesh 1,000 1.5% 198 

Nepal 2,700 2.5% 160 

India 1,300 2.5% 142 

Pakistan 4,000 3.5% 144 

Sn Lanka 8,000 41% 926 


Source : Cost of Conflict in Sri Lanka Strategic Foresight Group — 
2006 


The following are some of the health challenges. 
Landmines 
Malnutrition 
Psycho-Social Trauma 


STY/HIV/AIDS 

Communicable Diseases 

Non-Communicable Diseases 

Reintegration of Combatants/child soldiers 
Re-settlement of displaced persons 
Rehabilitation Programme for disabled persons 
Create Peace 


We can proclaim that the most important health problem in Sri Lanka 
is the war. This affects all of us from the un-born to the old. Aperson 
who is against peace cannot function properly as a health worker nor 
is he ahealth developer. So is the war entwined with health. Therefore, 
the time has come for all health workers who consider peace as the 
first component of health to rally round in ushering peace. 
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WOMEN’S REPRODUCTIVE RIGHTS ON RISK OF 
HIV AIDS 


The risk of getting infected with HIV/AIDS rests more on the woman 
than the man due to the positioning of the woman’s sex organ 
biologically inside the body. After sexual intercourse this virus is present 
in the vaginal fluid of the woman as well as the infected man’s discharge. 
In addition to this, this HIV virus is present in the blood of a infected 
person and in the breast milk of an infected mother. In view of the 
fact that the re-productive system of the woman is found in the interior 
of the woman’s body while it is found externally in the man’s body the 
woman is at greater risk to get the infection more than the man. 


Placement of the reproductive system 


Subsequent to sexual intercourse, the vaginal discharge of the woman 
remains within the reproductive system of the woman and the man has 
the ability to wash away the woman’s vaginal discharge. Subsequent 
to sexual intercourse although the washing away of the woman’s vaginal 
discharge is not a remedy to abstain from getting the HIV infection, 
the man’s skill in that direction reduces the quantity of the virus. Hence, 
the quantity of the man’s discharge remained in the woman’s 
reproduction system is more than what is retained in the man’s organ. 
In view of this, the woman is at a greater risk to the virus due to her 
positioning of the re-productive system in her body. 


Social Risk 


In the society, the force exerted of rape is mostly on the women. 
Through the exertion of force with regard to rape, the woman 1s at 
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risk in getting infected with HIV more than the man. At the work 
place it is the woman who gets sexually abused sometimes by the 
male superiors. This is predominant in a society dominated by men. 
In most instances a man is the boss in an institution. Hence the woman 
is pressurized in such institutions and this is prevalent from the higher 
strata to lower strata. It is no secret that the woman is at risk in getting 
the HIV infection due to the shabby treatment meted out to her in the 
society as well as being born biologically as a woman. 


Position within the family 


Even in the family the woman is mostly exposed to domestic violence. 
In most families the decision to have sexual relations is taken by the 
man. Very often the women is forced by the man to have sex and the 
woman has to obey. Even though she 1s aware that her husband has 
multi- sexual partners, she has no power to exert pressure on him or 
request him to wear a condom to protect herself from getting infected. 
In view of these reasons, it is essential to make the woman empowered 
as a Step to prevent the spread of HIV. 


Ability for abortion 


According to the laws prevailing in Sn Lanka there is no possibility for a 
woman who becomes pregnant through sexual abuse or a woman who 
gets infected with HIV, to get her foetus aborted. There is legal provision 
for amother to get her foetus aborted only in case that her life is at danger 
according to medical opinion. No attention is paid to social pressure or 
stigma attached to it. But ifthere is the possibility of the foetus getting 
infected even by a fraction, that risk has to be borne by the mother and the 
foetus. Even though the mother takes systematic treatment against 
contacting the HIV virus, it has been computed that the risk is 4%. 


If the foetus is at risk and if both the parents are HIV infected, we 
should ponder at the risk of the new born child’s future. [legal abortions 
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are a threat to the health of the mother than abortions done under 
medical care. The time has come to amend the regulations prohibiting 
abortions considering not only the medical factors but social issues 
and the risk of the new born child, within certain limits. 


Homosexuality 


In Sri Lanka homosexuality is illegal. But such incidents had been 
common in the past and even today such activities are being carried 
out. Even though there is less danger for the female homosexual than 
their male counterparts, there are instances of getting such people 
infected with HIV by way of vaginal discharge. The fact that the 
homosexuality takes place due to the cultural pressure inherent ina 


person has now been relegated 
shove ic * 
to the background. The scientific view is en presence of a physical 


urge for such practices. Homosexuality is prevailing due to the pressure 
ofa basis for such behaviours. But the homosexuals cannot formulate 
a basis of living in one house with the same homosexual partner. In 
view of this these homosexuals get used to the habit of having hetro 
sexual relationships. This behavioural pattern results in HIV infection. 
Hence it is essential to draw the attention to reduce this risk. It has to 
be checked whether the enthusiasm shown to see that the homosexuals 
stick to one partner would contribute to the control of HIV infection. 


Sex Trade 


Sex trade is prevalent in all the societies where there is pressure. This 
trade has been continuously going on since the past. This is a good 
example wherein the behavioural patterns that result from pressure 
cannot be legally controlled. The most risky group to get HIV infection 
are the women who are engaged in the sex trade and Woreng a as Sex 
workers. Most sex workers are in the lower strata. Those who frequent 
the streets and engage in sex trade are in a more risky situation to get 
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the HIV infection. Use of force and unawareness affect this group. 
Those sex workers in the lower strata very often do not get a chance 
of attending educational programmes conducted for the prevention of 
HIV infection. Added to this the facilities of getting condoms which 
are utilized for the control of HIV are minimal. There is no favourable 
atmosphere to compel the partner to use a condom. Due to their 
trade, these women are at a higher risk of contacting HIV. Time is 
opportune to pay attention to these trades. That measure would 
contribute to the control of this infection. 


It is due to the social system that the woman is at the risk of getting 
this virus. Minimization of her pressure and poverty would contribute 
to the control of this infection. Empowerment of women would be an 
essential feature amongst the activities that should be taken in this 
direction. The time has come for us to be enthusiastic in creating legal 
situations so as to protect the rights of women. We cannot control 


HIV infection through fake methods. 
Sirimal Peiris 
15 July 2008 
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HIV/AIDS AND OUR THOUGHTS 


The AIDS pandemic is one of the greatest humanitarian crises of all 
times. It has caused death and misery, destroyed families and com- 
munities and ravaged entire populations. Two decades after it began 
its onslaught in sub Saharan A ffrica, the disease has gained a firm 
foot-hold in Asia. 


Asia and the pacific region have an estimated 7.2 million people now 
living with the virus. Further 490,000 people are estimated to have 
died of aids in the past year. Almost 1 million people in the Asia- 
Pacific region acquired HIV in 2002. About 2.1 million young people 
(aged 15-24) are living with HIV. 


With the exception of Cambodia, Myanmar (Burma) and Thailand, 
national HIV prevalence levels remain comparatively low in most coun- 
tries of Asia. Still there is no room for complacency. Both China and 
India, for example, are experiencing serious, localised simultaneous 
epidemics that are affecting millions of people. In these two countries 
alone, at least five million people are believed to be infected with HIV, 
ad epidemiologist forecast that the numbers will escalate rapidly, at a 
much faster rate than in Africa. 


HIV/AIDS, a disease that started with a whimper in the early eighties 
has gone into epidemic proportions today. The world has been living 
with AIDS for over 20 years. Since then over 28 million people have 
died and another 42 million people are estimated to be living with 
HIV today. The pandemic continues to grow globally and has devas- 
tated many countries reversing national development, widening the 


eae eS 


gap between the rich and poor people and pushing already stigma- 
tized groups closer to the margins of society. 


At present, AIDS is the most prominent health problem in the world. 
There is no question about it. We have numerous health education 
programmes such as awareness building programmes, workshops, 
exhibitions, discussions and conferences are held on the subject. The 
question before us is “How effective are all these in controlling HIV/ 
AIDS? We have yet to consider the measures taken to preserve hu- 
man rights of the AIDS victims. Aids takes the most prominent place 
among the dreaded, desperate and helpless patients as well as AIDS 
carriers. No cure has been found with modern medicine. It is believed 
that the only remeduyet found is the modification of the sexual 
behavioural pattern of the people. Hence, the assistance of the soci- 
ologists and behavioural scientists are very essential. It is vital to find 
out whether this type of expertise is involved. The religious leaders 
also has a very prominent role to play in HIV/AIDS control not only 
education but also protecting the rights of the victims. 


We cannot control this disease by only ethical preaching. Although we 
have had so many health education programmes to control HIV/AIDS, 
we have not been able to reduce the sex trade and the usage of mul- 
tiple partners. Use of condoms 1s not a complete safe method and we 
must see the causes of HIV/AIDS and what steps should be taken to 
reduce them. 


Every man has a Sex motive which is controlled by each one’s culture. 
However, we must t the effects of the development process. In sales 
promotion, the marketers use sex motives to sell their products. From 
the cup of tea to a mosquito coil, this concept is taken full use of. The 
TV, the Radio, the newspapers and all kinds of media and even the 
large wayside advertisements display sex. Owing to this sex urge de- 
velop at a tender age and multi sex behaviour patterns are being pro- 
moted daily. 
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Tourism, the gathering of the yongsters (in the free trade zone), the 
facilities and the freedom enjoyed by the workers away from their 
homes all contribute to unexpectable sexual behaviours. Within an 
environment like this safe sex is somewha helpful in minimizing the 
HIV/AIDS infection. But is it adequate? 


There is a sense of national culture which is being promoted, but emo- 
tional behavioural pattern of the people go hand in hand with the sub- 
cultural pattern of the society they live in. This can be clarified witha 
very easy example like this. A socially unacceptable dress which will 
not be worn by girls in their villages will not be a hindrance to them in 
the trade zone. Though the services of sex workers are being con- 
demned by the national culture, it does not disagree with the sub- 
cultures of sex workers. If we take steps to control unexpectable sex 
activities, they should be on the characteristics of the workers’ sub- 
cultures. The only our efforts will be successful. 


In most occasions, sub-culture develop within the economical pattern 
of the society. Hence, the economy of the country should be first 
viewed through a health angle to lay the foundation for good health. 


Social scientists reason out that different economic development tech- 
niques and view tend to change the culture and ideology of the people. 
Culture is not a static thing, day by day it is changing, but sometimes it 
is visible and sometimes it is not. 


HIV and AIDS are the results of diseases which are related to social 
environmental behaviour and not as aresult of caurse. It is not correct 
to discard them though AIDS is believed to be 80% infected through 
sexual intercourse. Therefore, we should accept that AIDS patients 
too have the right to be treated with dignity and that they too have the 
right for a respectable death. 


We have to discard the discrimination of human rights attributed to 
them by the society. Our health principles should pressure the nghts of 
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such patients, infected and the associates. AIDS patients should be 
able to obtain the drugs easily which might be of help to delay the 
symptoms of the AIDS infection. The reason that they are unable to 
approach drugs owing to high cost is indeed a violation of primary 
health care principles. The Government should take immediate steps 
to stop social discrimination and annoyance against AIDS patients. 
The patients should be assured of confidence, availability of suitable 
drugs and they should be treated with dignity. Hence, we must make 
sure that the victim blamed approach is not used. A health policy should 
be developed to protect the patients’ and carriers’ nights. 


Consideration should be given with regard to treatment. No chance 
should be given for violation of the primary health care. At present, 
the traditional treatment methods are not used for HIV control. How- 
ever, the WHO is concerned about this. The experiments done by the 
Chinese are very interesting. The Patent create monopolies on drug 
manufacture and prevent the prduction of such affordable generic al- 
ternatives. The avialability of afordable quality generic versions of anti- 
retroviral medicines have allowed developing country governments to 
put more people on treatment and thus extend their lives. In India 
alone, there are 5.1 million people living with HIV/AIDS, many of 
who receive generic drugs under the national HIV/AIDS treatment’ 


programme. 


Authorities explain that several risk factors make the world vulnerable 
to an epidemic of HIV/AIDS. Some of them are the presence of a 
large number of vulnerable population such as sex workers, migrant 
workers, military personnel, refugees, drug users, youth, low condom 
users and high rate of sexually transmitted infections. However, ev- 
erybody is at risk. Most of the innocent housewives got infected through 
their husbands. 


I would like to draw your attention to the fact that nearly 90% of the 
reported HIV infected persons were in the age group of 15-49 which 
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is the most productive age group of a population. Those found to be 
infected belong to various occupational groups of the society. 


As all of us are aware that the whole society accept whole heartedly 
that religious leaders possess the esteem quality of confidentiality and 
credibility. There is no question that they are the strongest presssure 
group in the society in the angle of sociology. When it comes to coun- 
selling, the religious leaders have rendered yeoman service from the 
very beginning to the present day. When we look for fommunicators, 
the best we can find is from the religious leatrs, that means one should 
not think that there is no challenge. If we carry out an educational 
programme in a wrong way, the social stigma and discrimination will 
still persist. Hence, we have to take up challenges very thoughtfully. 


Now I would like to emphasize a few challenges surfacing before us. 
Health Education Programmes are still held in a very discreet manner. 
Are we ready to talk about sex education in the religious places. I 
think if we know the correct terminology and how to present it, there 
is no problem. The social stigma and discrimination should be re- 
duced and by way ofthis we have to think about the rights of the sex 
workers and the homosexuals. The prevailing conflicts and the fast 
development of the society also should be though'of. 


Lastly, I would like to emphasize that a policy on HIV/AIDS and its 
carriers should be fomulated to protect their rights within our religious 
places and we have to discuss with the people and develop favourable 
attitudes amongst them. 
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BREAK THE HEALTH MONOPOLY IN SRI LANKA 
HEALTH IN PEOPLE’S HANDS 


We often use pluristic approach in the health field. Health culture has 
a great influence on the health of the people and also is the live wate of 
a nation. Therefore, any country or any Government should strongly 
consider this when they take any important decisions about health. 
When policies of health are being implemented, they should base and 
feed on the prevailing health culture of the nation. Ifnot there is a 
tendency of bad reflection on the people more than its betterment. It 
has already created problems all over the world, and the people are 
rallying round against the neglect of ancestral health culture of the 
people. 


Within Sri Lanka, the Department of Health has implemented its allo- 
pathic monopoly for many decades, but they have not been able to 
uproot concepts of pluristic treatments of the society. It has penetrated 
into the deep conscience of the people. The pluristic concept has a 
foundation of our ancestral knowledge in medicine, Ayurveda, West- 
ern medical theories and some issues which influence our social life. 
We explain this in a very simple way. When someone has fever, that 
person will first take a drink of aboiled coriander water and apply 
some medicinal oils on the head, rub some eau-de-cologne or vinegar 
on the head and swallow parecetamol, @ray to God or engage in 
poojas near the sacred Bo trees. When they suffer an infectious dis- 
ease such as Chickenpox or Measles or some other illness which are 
known as God’ bestowed diseases, they make vows and sometimes 
get the horoscope read. They will engage in a Shanthi Karama (peace 
bestowed poojas) and alms are given to breast feeding mothers). 
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When suffered from a fracture, the villagers seek the help of the 
Ayurvedic doctors. They might first go to the hospital for western’ 
treatment, but soon they will withdraw and seek the help of the ancestral) 
medical treatment and treat the fractured limb or arm with ground 
medicinal herbs. They will rub and bathe the limb or arm with oil. 


Even for heart or cardiological ailments, they will first rush to the hos- 
pital and later on turn to ancestral ayurvedic treatment’ The chronic 
ailments like asthma, arthritis coughs or any such diseases, they ob- 
serve religious soothing rites and poojas to get cured. Pregnant moth- 
ers are subjected to chanting of “Angulimala Piritha” just before child 
birth. All these are parts of the lives of the Sri Lankan society. 


The health cultute of the Sri Lankan society such. But what are the 
concepts of the Department of Health. It is clearly seen that prominency 
is given to the concepts of the western treatment and they are being 
activated with a foundation of monopolized western treatment. 


We cannot see that the Sri Lanka Health Department has no pro- 
posed plan to solve the health problems associated with the Sn Lankan 
society. The Heads of Departments are mainly supported by the ne- 
cessities and advice of the World Health Organization (WHO). The 
Department of Health who voice western medical treatment and pro- 
posals, has no consideration for the prevailing health culture in Sn 
Lanka. 


The best clue for this is that there is no Sociologist/Medical Anthro- 
pologist in the Department. 


The Health Department which is being influenced by the WHO and 
western medicines very often change their medical theories when 
awareness notifications are being made. As an example, they advo- 
cate change of drugs from time to time. On many occasions, it is clearly 
seen that the Health Department's trying to implement a Health Struc- 
ture which depends upon the foreign theories and knowledge sup- 
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ported by foreign aid. 


The health awareness programmes conducted by the Health Depart- 
ment also try to impress and implement western ideology. The De- 
partment of Health follows the health messages given by the WHO 
and in turn passeton to the community through the Medical Officer 
of Health, Public Health Inspector, Public Health Nurse and the Fam- 
ily Health Worker. But, they have not yet been able to eradicate the 
concepts of beneficial home remedies from the people owing to the 
powerfull values of the health culture in Sn Lanka. 


The truth exhibited by the monopoly is a clear indication that the De- 
partment does not recognize the indigenous medicine. Hence, no con- 
sideration or co-operation is extended when health awareness mes- 
sages are being issued to the community. For an example, the refusal 
to accept the benefits of “Kalkas” which is prepared by ayurvedic 
physicians can be shown. If there are any short comings in the way 
they are being prepared, it is the responsibility of the Department to 
take suitable measures to remedy the method. Modern concepts of 
germ-free preparation techniques should be made available. The word 
“health” should not be a monopoly of western treatment. 


The country has to face great many losses owing to the health 
programmes which are based on the western treatment monopoly. As 
an example, we have indigenous worm treatment which we have been 
using for many generations. The Department of Health has not goithe 
least concern for these type of treatments, but keep on prescribing 
drugs produced by multi-national companies. This is a deliberate wast- 
age of national funds. The domestic remedies based on indigenous 
medicinal knowledge has been intetionally not considered. We should 
claim that the Department of Helath has insulted our own traditional 
medical knowledge and science in this manner. 


In 1978, the non-aligned nations were strong. During this period Rus- 
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Sia too was strong. It was during the time of Halfdan Mahler in the 
WHO and Ted Grant at UNICEF that the Primary Health Care Pre- 
vention Programme was launched. 


In support of primary health care, lot of workshops and training 
programmes were conducted in Sri Lanka. Within primary health care, 
many efforts were taken to promote the concepts of pluristic ways of 
health care, but it was not made practical. This programme was lim- 
ited to a few seminars. At least, the Primary Health Care Declaration 
was not translated into Sinhala or Tamil. Owing to this matter, discus- 
sions on primary helath care philosophy never took place, among the 
people in the health. 


The programme faded away after a few discussions. At least the helath 
officers at village level were not strengthened to render first aid and 
minor ailment treatments. Though, it was proposed to equip the pri- 
mary village level health officers with stethoscopes and pressure meters, 
it did not come into practice owing to the opponent concepts of the 
western medical monopoly. 


The Department of Health is being dominated by western medical 
practitioners. The Director-General is always a western physician. All 
the Deputy Director -Generals and many other Directors are all west- 
ern physicians. Furthermore, Health Education is also being domi- 
nated by the concepts of western physicians. 


The home remedies are still widely practiced by our society, and the 
health monopoly has not yet been successful in the uprooting of the 
concepts of home remedies. 


It can be mentioned that the plan of the Primary Health Care of the 
WHO as the first and the last effort to withdraw ; western medical 


monopoly, because frere is steh-as monopoly in the health services 
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and the participation and co-operation of the other health sectors are 
not received. At least a supportive background is not yet set up. There- 
fore, the pluristic health care concepts of the people are being dis- 
couraged and more and more people are becoming victims of foreign 
medical theoretical slavery which has links to financial advantages. 
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